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Abstract
This portfolio is part of a Doctorate in Counselling Psychology at the University of 
Surrey, It comprises of a collection of academic, clinical and research work and is 
organized in three sections: the academic, the practice and the research dossier. The 
academic dossier includes three theoretical papers. The first paper sets to examine the 
relationship between Attachment Theory and Projective Identification, whether and 
how they can co-exist and interact as approaching common phenomena from different 
starting points. The second essay sustains this integrative approach and examines 
whether the application and efficacy of Exposure Therapy can be approached, 
understood and explained through Attachment Theory, Lastly, the third essay presents 
depression from a psychodynamic viewpoint. At the end, the relationship with other 
theoretical approaches is discussed. The therapeutic practice dossier provides an 
overview of my clinical practice, the placements and the client population that I have 
worked with throughout my training. Following on fi-om this, a Final Clinical Paper 
sets to present an account of my personal and professional development and my 
journey of becoming a Counselling Psychologist. Furthermore, attached to this 
portfolio, are two process reports that provide a detailed account of my work with two 
clients. The research dossier contains three research reports. The first one critically 
reviews the literature on gender differences in depression and male depression. The 
second research report draws fi*om this review and sets to explore the construction of 
male depression within the therapeutic encounter. The third report broadens this 
discourse analytic approach and explores the contemporary construction of depression 
and institutional practices. At the end of the research dossier a copy of a published 
paper that emerged from my first-year research report, is provided.
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Introduction to the portfolio
This portfolio is a collection of academic, clinical and research work, which I 
undertook as part of my Doctorate in Psychotherapeutic and Counselling Psychology 
at the University of Surrey. It comprises of three sections: the academic, the practice 
and the research dossier and its aim is to portray part of the work I completed, the 
competences I have acquired and the development of my identity as a Counselling 
Psychologist. In this introduction I provide a brief summary of each dossier and its 
components with a view to linking together the academic pieces, my personal and 
professional experiences and my research. For this reason I will first provide an 
overview of my personal background as well as some experiences prior to my 
studying psychology in an attempt to set the scene for making sense of my 
development and interests as a Counselling Psychologist
Background
I grew up in Greece, in a beautiful town by the seaside, with my parents and 
my brother who is three years older than me. Looking back, it seems that from a very 
young age I found interest in observing the world around me and what people do. 
Within this context my brother was an influential figure. I remember observing and up 
to a point adopting his behawours and preferences. Furthermore, my parents fostered 
in me the tendency to strive for knowledge and an appreciation for art, music and 
literature. This provided me with a rather optimistic stance on life, as I found beauty 
in simple things such as a vinyl record.
Growing up, I found myself developing this observing curiosity which in 
combination with the above optimistic stance, led me to see beauty and positive 
aspects in almost every circumstance and fostered what I later found was my 
humanistic and Person-Centred ideals and my rather critical realist epistemological 
position. I remember that I have been able to see more than two sides of the same 
story and no matter how frustrated and confusing this has been for me at times, I have 
come to see it as one of my strengths as a Counselling Psychologist. Seeing different 
perspectives helps in my clinical work but also in my theoretical and critical 
understanding of different models and approaches. However, as I was growing up, this 
analytical stance led to me becoming quite an indecisive person that sees the pros and
cons in every decision. This indecisiveness has at times manifested as a rather passive 
stance towards life and choices. Like Dostoevsky’s (1972) underground man, who’s 
consciousness of “everything sublime and beautiful” (p. 6) leads him to inertia, there 
were times that I found myself thinking and analyzing rather than acting.
At the end of my school years, I was given the option to study at the Greek 
Police Academy. My curious and positive side saw this as an opportunity to become 
useful in my community and to reverse the negative stereotypes around police work 
that seemed quite strong in my culture, through my professionalism and my sense of 
justice. However, as the years past this became harder and I felt unhappy with my life 
and my job; it was then that I found psychology. At a time of maturity and 
introspection I re-assessed my goals for life, I overcame the above passivity and 
acquired the agency to seek my inclinations and goals. I found that I was eager to 
understand people and their behaviours and provide help when asked. I found that I 
wanted to stand by people instead of rushing into accusing, labeling or becoming 
indifferent. I studied psychology while working full time and even though this was 
highly demanding, it was a pleasurable experience that boosted my self confidence 
and moved me closer to my desired self-view. After I graduated, I worked as a 
Honorary Psychologist within special education and in parallel with my police work. 
Eventually, I resigned from my post as a police officer and moved to England to 
become a Counselling Psychologist.
I was drawn into Counselling Psychology because of its holistic approach to 
human distress and well-being (Milton, 2010). Counselling Psychology seemed to fit 
my pluralistic understanding of the world and my ability to hold different models and 
approaches together. Its focus on the therapeutic relationship was in agreement with 
my beliefs and ideals around therapy and its postmodern nature fitted my research 
interests. Furthermore, the course at the University of Surrey met my academic 
expectations of advancing my knowledge and training to a Doctoral level.
Academic dossier
The academic dossier is comprised of three essays that I completed in the 
second and third year of my Doctorate. Each essay attempts to achieve different aims 
but they all acquire a pluralistic and integrative approach to various theoretical 
constructs. Below, each essay will be briefly introduced in connection to my stage of
training at the time of authoring these papers but also in connection to my personal 
and professional experiences.
The first essay is entitled ‘Attachment Theory and Projective Identification’ 
and sets out to explore the connection between Attachment Theory and the concept of 
Projective Identification. This paper was part of my training in psychodynamic theory 
and of the Theoretical Models of Therapy module. The rationale behind this essay was 
based on the lectures and my readings on various theoretical concepts and theories 
within the psychodynamic paradigm. Within this context I observed that both 
Attachment Theory and Projective identification claim to explain the development of 
the self; the development of the I’. Fueled by the pluralistic stance of Counselling 
Psychology and my integrative curiosity and excitement, I set out to explore whether 
there was a connection between these two theories. Furthermore, I was aware of the 
tension between different schools of psychodynamic thinking and particularly of the 
skepticism with which various psychoanalysts throughout the years, viewed 
Attachment Theory. The essay concludes by arguing that these two constructs might 
explain the same phenomenon from different standpoints and that they do not 
necessarily contradict each other.
The second essay entitled ‘Exposure and Attachment Theory’, sustains the 
integrative orientation of the first essay but this time attempts to explore two 
theoretical concepts that were developed from two dififerent therapeutic approaches; 
behaviourism and psychodynamic theory. In detail, this essay questions whether the 
efficacy and the collaborative nature of exposure therapy can be seen through the 
scope of Attachment Theory. In other words, it explores whether within a solid 
therapeutic relationship, exposure therapy could be seen as a reparative attachment 
relationship that promotes exploration. Within this context, various points of contact 
between the two theoretical concepts are explored. This paper was written as part of 
my training in Cognitive Behavioural Therapy.
Lastly, the third essay aims to explore the experience and treatment of 
depression within psychoanalysis. This essay is entitled ‘Psychoanalysis and 
depression’. At the end of the paper, the connection between the psychoanalytic 
understanding of depression and of other approaches is discussed. This essay was 
written in the third year and during my CBT training. I remember that I chose to focus 
mainly on psychoanalytic ideas, since at the time of writhing the essay, I was feeling
overwhelmed from my readings on Cognitive and Behavioural therapeutic models.
My concern was that I might loose my psychodynamic understanding of human 
distress. Therefore, I decided to have a break from the ‘cognitive world’ and revisit 
psychodynamic thinking. I realize now, that psychodynamic thinking never left me 
and my inclination towards this theory is reflected in my theoretical work. 
Furthermore, I decided to focus on depression not only due to my interest in this 
condition but also due to the frequency with which depression appeared in my clinical 
work.
Therapeutic practice dossier
This dossier provides an overview of my clinical practice throughout my 
training. All the placements I have worked at, the type of service, duration, client 
population and types of supervision are described. For confidentiality reasons, the 
actual names of the placements and any information relating to the clients have been 
altered or are not mentioned. In detail, during my first year I worked at a University 
Counselling Service. My work was predominantly with young people and I felt at the 
time that this fitted well with my experiences with children and teenagers in Greece, 
as it had a sense of continuation and development. In my second year, I worked at a 
Psychotherapy Department of a Psychiatric Hospital. The team consisted of 
psychotherapists and group analysts only and this provided me with the opportunity to 
focus on the psychodynamic model completely, not only in my clinical work but also 
within organizational processes and teem meetings as well. In my third year, I worked 
at three distinct placements: a Psychology Department of a Community Mental Health 
Recovery Service, a Residential Rehabilitation Service and a Specialist Psychological 
Service. I had the chance to delve into the CBT model but also to show professional 
flexibility in being a part of different and multidisciplinary teams.
At the end of the practice dossier, the Final Clinical Paper offers reflections on 
my journey of becoming a Counselling Psychologist, as it draws from my clinical, my 
academic, my research and my personal experiences.
Research dossier
The research dossier contains the three research projects that I completed for 
my Doctorate. The research focused on depression in general and gender differences
in depression and male depression in particular. Following a review of the literature 
on these subjects, two research projects were completed using qualitative 
methodology and in particular a discursive analytic approach. My interest in this 
subject was fueled by women’s prevalence in being diagnosed with depression. I came 
across this difference in my undergraduate studies and it was then that I first explored 
the different manifestations of male depression. Being a man myself, I wondered 
about men’s capacity to become depressed and the role of masculinity.
My interest in discursive analytic work on the one hand stems from my 
inclination to see and hold different perspectives, as discussed above. On the other 
hand, social constructionism and the discursive analytic methodologies approach 
gender and gender differences as phenomena constructed in our society. They view 
the issues of masculinity and femininity with a critical and analytic stance that allows 
the researcher to approach them as constructed social realities which impact social and 
personal life rather than as inflexible truths that exist in the individual and his/her sex.
The literature review is entitled ‘Critical review of gender differences in 
depression and male depression’ and discusses gender differences in depression from 
a biological, social and psychological perspective. Then it focuses on the literature 
around depression and men. From this review a published paper entitled ‘Gender 
differences in depression and male depression: A social psychological review’ was 
produced. A copy of this paper is provided at the end of the research dossier.
The first research report entitled ‘Doing depression: Male clients in the 
psychotherapeutic encounter’, employs Conversation Analysis to explore the 
construction of male depression in the psychotherapeutic sessions. This was achieved 
by analyzing transcripts of therapy sessions with men suffering from depression. The 
research acquires a discursive analytic approach and sets out to look into how 
therapists and clients co-construct the latters’ experience.
The second research paper moves beyond the subject of male depression and 
examines the construction of depression and institutional practices in the UK, as it 
applies Discourse Analysis on contemporary published papers on depression. This 
project looks into the broader constructions of depression and attempts to identify the 
institutional purposes these constructions serve within a historical context. The move 
from a focused subject such as gender differences in depression and male depression 
to the broader subject of depression reflects my immersion into discursive analytic
thinking and my excitement around how language and texts construct social realities 
such as diagnostic labels. However, a goal for the friture could be conducting research 
that focuses oiw ^^lo^g the institutional practices that the construction of depression 
as a condition that women suffer more than men, serves.
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Introduction to the academic dossier
The academic dossier consists of three theoretical essays authored in the second and 
third year of my Doctorate. The first essay explores the connection between 
Attachment Theory and Projective identification. The second essay inquires whether 
Exposure Therapy can be viewed through the scope of Attachment Theory. Lastly, the 
third essay presents psychoanalytic theories on depression and its treatment. At the 
end, their relationship with other theoretical approaches such as CBT is discussed.
Attachment Theory and Projective Identification
Introduction
Since Bowlby's Attachment and Loss trilogy (1969, 1973, 1980) a long lasting 
debate on the relationship between Attachment Theory and psychoanalysis has been 
developed (e.g. Diamond, 2004; Fonagy, 2001; Gullestad, 2001; Holmes, 1993). 
According to Holmes (1993) Attachment Theory is "a child of psychoanalysis" (p.
127) and it was Bowlby's initial hope that it would "illuminate and strengthen" Object 
Relations Theory (p. 5). However, on the one hand, Bowlby was not comfortable with 
the hermeneutic, phenomenological language of psychoanalysis (Fonagy, 2001; 
Holmes, 1993) and its focus on unobservable internal processes. He was interested in 
the impact and role of life events (Bowlby, 1991). Holmes (1993) argues that 
Attachment Theory has two advantages in relation to psychoanalysis; it is based on 
direct observation of the mother infant interaction and begins with exploring normal 
development rather than pathology. On the other hand. Attachment Theory has been 
fiercely criticized from the majority of psychoanalytic theorists (e.g. Engel, 1971; 
Hanley, 1978; Rochlin, 1971; Roiphe, 1976) as disregarding of fundamental 
psychoanalytical notions such us the unconscious, phantasy, and drives (Fonagy, 
2001).
Nevertheless, the above mentioned debate and late developments in 
Attachment Theory such as the role of early attachment in adulthood (e.g. Main, 1991; 
Main, Kaplan & Cassidy, 1985), seem to have helped to bridge the gap. Holmes 
(1993) argues that Attachment Theory has produced ideas that are highly connected 
with the psychoanalytic formulation of the human psyche. For example and in terms 
of Object Relations Theory and Kleinian thinking in particular, Fonagy (2001) has 
identified seven points where the paranoid-schizoid position is overlapping with 
Attachment Theory's ideas and has emphasized its connection with the Adult 
Attachment Interview (Main et al., 1985). However, the relationship between 
Prcjective Identification and attachment seems quite complex (Fonagy, 2001). It is the 
purpose of the present paper to discuss this relationship, whether and how Projective 
Identification and Attachment Theory can co-exist and interact as approaching 
common phenomena from different starting points. First, there is going to be a short 
description of these two theoretical constructs.
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Attachment Theory
Attachment Theory (Bowlby, 1969,1973,1980) is about the importance of 
close and safe caregiving relationships. Influenced by ethology (Bowlby, 1953) and 
evolutionary psychology (Bowlby, 1981; Holmes, 1993), Bowlby (1958) emphasized 
and explained how infants have an innate tendency to seek and form attachments with 
specific caregivers. The attachment with different caregivers is formed in a 
hierarchical order. The most important is the relationship with the primary care giver, 
usually the mother (Holmes, 1993). The way the motiier interacts and attends to the 
infant's needs determines the type of attachment the child will develop. The active and 
reciprocal (Rutter, 1981) presence of the caregiver creates a secure base from where 
the child can explore (Ainsworth, 1982).
There are two major forms of attachment, secure and insecure. To be securely 
attached means to feel safe and secure (Holmes, 1993). Insecurely attached children 
show signs of deprivation (Bowlby, 1951) resulting from the disruption of early 
caregiver-infant relationship. Separation fi-om the main caregiver leaves the child 
feeling unprotected, exposed and cut off (Fonagy, 2001). In his later work Bowlby 
(1969, 1973) has described the sequence of reactions to separation; protest, despair, 
detachment. For Bowlby, anger and protest when the caregiver is moving away, is a 
sign of secure attachment (Bowlby, 1965; Durbin & Bowlby, 1938).
Bowlby believed that personality development is mainly associated with 
environmental impact (Holmes, 1993). Through the interaction with the caregiver the 
child develops an internal working model that consists of relatively stable assumptions 
about the world and others, based on the child's experience with the primary caregiver 
(Bowlby, 1981). There are two kinds of working models, the 'environmental' and the 
'organismal'. The former contains information about the external environment whereas 
the latter carries assumptions about the self in relation to the world (Holmes, 1993). 
The working model that derives from a secure attachment is of a loving and reliable 
caregiver and of a lovable and worthy of attention self (Holmes, 1993).
In congruence with Bowlby's epigenetic model, attachment patterns start to 
form from birth and influence the person through adulthood (Bretherton, 1985; 
Grossman & Grossman, 1991; Main, 1991; Main et al., 1985). In children, four 
patterns of attachment have been identified: secure, insecure-avoidant, insecure- 
ambivalent and insecure-disorganized (Ainsworth, Blehar, Waters & Wall 1978).
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These patterns were found to be associated with the responsiveness and sensitivity of 
the parents (Ainsworth et al., 1978). For adults, the Adult Attachment Interview (Main 
et al., 1985) has been designed to assess the working models of parents in connection 
to attachment (Holmes, 1993). Four categories have been produced: autonomous- 
secure, dismissing-detached, preoccupied-entangled and unresolved-disorganized 
(Main, 1991; Main et al., 1985).
Projective identification
Projective Identification (Klein, 1946; Klein, 1955) is an unconscious 
mechanism through which split parts of the self are projected into the other in order to 
possess, harm or control him/her (Laplance & Pontalis, 1988; Young, 1994). The 
mechanism usually refers to the phantasy that parts of the self exist in another (Segal, 
1988). After disposing unwanted or persecutory split off parts of the self to others, the 
projector then identifies with a modified version of them inserted from outside 
(Ogden, 1979).
In detail. Projective Identification can be seen as a sequence of three 
simultaneous and inter-depended phases (Malin & Grotstein, 1966; Ogden, 1979). 
Firstly, the projector phantasizes of disposing an unwanted part of the self into the 
other. The part is projected in order to occupy the other from within. During the 
second phase, the projector interacts with the recipient in a way that pressures and 
manipulates (Bion, 1959a) the latter to behave accordingly to the projection. The 
behaviour of the projector during this process can also be very subtle (Joseph, 1989; 
Young, 1994). In the third phase, the projector identifies with and re-intemalizes the 
projected part after it has been 'psychologically processed' by the recipient of the 
projection (Ogden, 1979).
Since the introduction of the term by Klein (1946) there have been several 
views around the nature of Projective Identification. Klein (1946) has described 
Projective Identification as a mechanism evident in the paranoid-schizoid position that 
derives from anger and attacking and is connected with bodily impulses (Hinselwood, 
1994; Klein, 1946). In relation to projection, it has been argued that Projective 
Identification differs in that the recipient is emotionally affected by the projected 
object whereas in projection he/she is not (Young, 1994). Others have argued that in 
projection, the projector feels in separation, afraid and threatened by the projected
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object whereas in Projective Identification, the projector re-intemalizes the 
psychologically processed, projected object (e.g. Ogden, 1979). However, according 
to Grotstein (1994, p.581) projection and Projective Identification is the same since 
"there could be no projection without the translocation of an identity aspect of the self 
into an object that was putatively felt to be appropriate for the translocation".
Further, it has been discussed whether Projective Identification can be 
employed in a phantasy level without the presence of a recipient and/or in an 
unconscious level without any kind of linked behaviour (Young, 1994). Moreover, it 
seems that Projective Identification can be used not only to get rid of bad and 
unwanted objects in order to control them, but it can be employed for projecting good 
parts of the self in order to protect them (Young, 1994). Ogden (1979, p. 5) argues 
that Projective Identification is "a type of defense, a made of communication, a 
primitive form of object relationship and a pathway for psychological change": the 
projector defends against an unwanted and threatening object; s/he is communicating 
his/her parts of the self with the other and feels like being understood; by projecting 
s/he is relating to an object; the projector achieves psychological change through the 
re-intemalization of the processed by the recipient object. The defensive nature of 
Projective Identification is resulting from splitting (Grotstein, 1994) in congmence 
with the paranoid-schizoid position (Klein, 1946). Overall, and according to Spilius 
(1988), Projective Identification can be utilized for many reasons, to control the 
object, to protect a good part or to avoid separation. All of them should remain open 
for discussion and further research.
Projective Identification and Attachment Theory
Even fi*om the above short descriptions of Projective Identification and 
Attachment Theory it can be easily concluded that the relationship between them is 
not simple. Nevertheless, it seems that there are certain features and characteristics in 
both theoretical constructs that could be in agreement. After all, both Attachment 
Theory and Projective Identification focus basically on the processes within the same 
interaction, the mother-infant relationship (Holmes, 1993). Bellow, the relationship 
between these two theories will be explored.
To begin with, Klein (1946) saw Projective Identification as a major 
mechanism in the paranoid-schizoid position. Interestingly, it has been argued that the
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difference between secure and insecure attachment is connected with the difference 
between the paranoid-schizoid and the depressive position (Fonagy, 2001). It has also 
been argued (Quinodoz, 1991; Steiner, 1992) that moving to the depressive position 
the child acquires an understanding of separateness, and perceives the object as 
independent. This is close to the description of healthy separation within the 
Attachment Theory’s paradigm (Fonagy, 2001). Projective Identification as a 
mechanism underlying the splitting that occurs in the paranoid-schizoid position, 
seems not to contradict the procedures described by Attachment Theory on the 
development of healthy separation.
Furthermore, Bowlby has emphasized the role of the environment and the 
interaction with it (Holmes, 1993). Thus, development is more of an interpersonal 
process, an interaction with the external other, the caregiver. This seems to be 
contradicting the intrapersonal nature of Projective Identification which stems from 
the infant’s phantasy and internal splitting. However, it has been documented that in 
an interpersonal level projective mechanisms are in place and are played out in the 
behaviour of the projector and the emotional influence evoked on the recipient 
(Ogden, 1979). According to Fonagy (2001, p. 87) "Projective Identification is not a 
truly internal process and involves the object who may experience it as manipulation, 
seduction, or a myriad of other forms of psychic influence". Young (1994) argues that 
Projective Identification provides an insight on the interaction between the primitive 
and the social and that it is present in any form of interaction. Furthermore, it has been 
argued that the self develops within a relationship (Kemberg, 1976a, 1976b) as a 
product of internalization through mechanisms of projection, identification and ego 
identity (Fonagy, 2001). In addition, Fonagy (2001, p. 177) argues that in order to 
evoke psychic experiences the person must enact them and provoke them in 
relationship by "creating them in another person". Thus, it could be argued that 
Projective Identification and Attachment Theoiy are describing the same procedure 
from different start points. Bowlby, based on the scientific method of observation 
(Holmes, 1993), developed his theory from an external, interpersonal viewpoint. 
Projective Identification has been developed based on internal phantasies and 
splitting. It could be argued that they are meeting somewhere in the middle when 
discussing relationships, without necessarily contradicting each other.
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Focusing on the mother-infant relationship Bion (1959b, 1962a) has explained 
in depth how Projective Identification plays a major role in the mother-infant 
interaction. Bion (1959a) viewed the mother as a container that holds the infant's 
feelings and frustration. The mother is open to the infant's projections responding 
through reverie (Bion, 1962b). He believed that the infant is in need of another who is 
able to accept, integrate and transform the overwhelming experiences of the world 
into meaning. This way the mother "metabolizes" (Bion, 1978) the projected objects 
and the infant re-intemalizes them as meaningful and less threatening (Fonagy, 2001). 
Moreover, Winnicott (1971) has introduced the term 'holding environment' referring 
to the kind of interaction with the mother that holds, protects cares and contains the 
child. Interestingly, in deep attachment the other is considered as the object into which 
instinctual responses terminate (Bowlby, 1988). Moreover Durbin and Bowlby (1938) 
argue: "To permit children to express their feelings of aggression, whilst preventing 
acts of irremediable destmction is, we suggest, one of the greatest gifts that parents 
can give to their children".
It could be thus argued that when developing secure attachment, the 
adequately present and responding caregiver is engaging in the above process. The 
infant's frustration and anger resulting from overwhelming experiences in the 
environment such as fear of separation, initiates the internal splitting and the 
pressuring behaviour towards the caregiver to accept the projected object (Ogden, 
1979). This then leads to the mirroring, containing and holding by the mother who is 
attuned, open and 'sensitized' (Winnicott, 1971) to the child's needs. This way not only 
she enables the re-intemalization of the psychologically processed by the caregiver 
object as less threatening (i.e. Projective Identification), she also provides the infant 
with a sense of security and safely and eventually a secure base (Ainsworth, 1982)
(i.e. Attachment Theory).
Further, through the above process (Bion, 1959b, 1962a) the infant develops 
thought processing and concepts (Holmes, 1993). Bowlby's (1981) Intemal Working 
Models could be one of the concepts derived from the above procedure. The 
consistency of a present and reciprocal (Rutter, 1981) caregiver provides the infant 
with a sense of history, a base for "autobiographical competence" (Holmes, 1993 p. 
117). Through containing (Bion, 1959a) and holding (Winnicott, 1971) by the mother, 
the infant leams how to hold his/herself in his/her own mind, how to self-reflect and
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develops theory of mind (Holmes, 1993). Similarly, Bowlby's construct of Intemal 
Working Models refers to assumptions about the world and the self, based on the
quality of the early relationship with the primary caregiver and the patterns of 
interaction with him/her. In addition, it has been found (Moss & St-Laurent, 2001) 
that attachment security is positively connected to communication, cognitive 
engagement, and mastery motivation.
This is not to suggest that Projective Identification is the mechanism behind 
the development of the Intemal Working Models. On the contrary, Bowlby's idea of 
Intemal Working Models has been mostly connected with cognitive behavioural 
models (Holmes, 1993; Fonagy, 2001). However it is suggested that both theoretical 
approaches describe the development of the self as deriving from the quality of the 
interaction between mother and infant. Further, the notions of holding and containing 
do not seem to contradict Bowlby's description of a supportive caregiver. Thus, even 
though it could not be argued that Intemal Working Models are being developed 
through Projective Identification, it seems difficult to argue that they do not either. For 
example, Fonagy's (2001, p. 14) illustration of the "Ontogenesis of the Internal 
Woriring Model” is descriptive on a cognitive level and unconscious procedures are 
not explained. Moreover, the expectations and memories of the caregiver's behaviour 
that the infant develops as the basis for the creation of an Intemal Working Model 
(Fonagy, 2001) are maybe formed through the above projective mechanisms.
Projective Identification has also been connected with different styles of 
attachment patterns. The Adult Attachment Interview (Main et al., 1985) has been 
connected with the measuring of paranoid-schizoid thinking (Fonagy, 2001) and the 
splitting of the paranoid-schizoid position, is evident in the semantic-episodic memory 
discrepancy. Interestingly, the latter seems to play an important role in assigning the 
parent's working model into one of the AAI categories (Holmes, 1993; Fonagy, 2001). 
Moreover, dismissing pattems of attachment (Main et al., 1985) are described as 
placing inadequacies to others and thus creating the feeling of controlling them 
through Prcjective Identification (Fonagy, 2001). Furthermore, the disorganized 
attachment pattem (Main & Solomon, 1990) has been connected with great 
deprivation during childhood (Radke-Yarrow, Cummings, Kuczynski & Chapman, 
1985; O'Connor, Sigman & Brill, 1987; Carlsson, Cicchetti, Barnett, & Braunwald, 
1989; Main & Hesse, 1990; Rodning, Beckwith & Howard 1991). Fonagy (2001)
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argues that such children have been forced to internalize parts of their abusive 
caregivers and thus have developed a fragmented self-image that they have to keep 
split and projected to others. He believes that the controlling behaviour of children 
with disorganized attachment is explained by Projective Identification.
Concluding comments
What seems as Bowlby's main objection against psychoanalysis is that it 
focuses on and tries to describe in a quite hermeneutic phenomenological manner, 
intemal unconscious processes that cannot be approached by any scientific research 
method such us observation (Fonagy, 2001; Holmes, 1993). In contradiction to Klein's 
theory and Projective Identification in particular, Bowlby was interested in the impact 
of the object to the self rather than the other way around (Holmes, 1993). Bowlby felt 
that he went beyond the intemal unconscious world of the infant by establishing 
biological, based on evolution, explanation of the development of the self (Fonagy, 
2001).
It is at this point where the gap between notions like Projective Identification 
and Attachment Theoiy seems unbridgeable. Above, points and ways of contact 
between them have been discussed. Following the integrative curiosity of a Trainee 
Counselling Psychologist it has been argued that even though it cannot be said that 
Projective Identification and Attachment Theory are in absolute theoretical agreement, 
there are points that suggest that they do not contradict each other either.
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Exposure and Attachment Theory
Introduction
The present paper seeks to explore the relationship between Exposure Therapy and 
Attachment Theory. This is based on the way Exposure Therapy is applied and the role it 
acquires within the therapeutic relationship, in connection to the way the latter could be 
seen from an Attachment Theory viewpoint. Therefore, the report will focus on whether 
the application and efficacy of Exposure Therapy can be approached, understood and 
explained through Attachment Theory. In other words, it will be explored whether 
Exposure Therapy can be seen as a behavioural application of a reparative attachment 
relationship. This integration aims to broaden the ways professionals view different 
theoretical models and enhance pluralism (McAteer, 2010) in the theoretical and practical 
understanding of psychological therapies. Exposure Therapy will be presented first, 
followed by a brief description of Attachment Theory. At the end, the relationship 
between these two concepts will be explored.
Exposure Therapy
Exposure stems from the tradition of behaviorism and focuses on changing 
thoughts, feelings and physical sensations through a set of direct experiences (Gilbert & 
Leahy, 2007). It is part of Cognitive Behavioural Therapy (CBT) (Farmer & Chapman, 
2008) and is applied through behavioural experiments (Wells, 1997). Exposure aims at 
increasing rewards and/or at the desensitization of the targeted emotion and physical 
sensation through acting out specific behaviours (Gilbert & Leahy, 2007). It is designed 
towards challenging and changing or improving negative automatic thoughts and schemas 
(Wells, 1997).
In general. Exposure Therapy is appropriate for clients who experience distressing, 
dysfunctional and unjustifiably intense emotions and engage in maladaptive behaviours in 
order to cope with these emotions. These are important elements that need to exist in the 
clients' emotional and behavioural response to a stimuli for Exposure Therapy to be 
efficient. An unjustified emotional reaction is one that is not warranted by the situation
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(Linehan, 1993) whereas maladaptive behaviour refers to a purposeless and pathological 
reaction that is rigid and resistant to change (Farmer & Chapman, 2008).
There is a variety of exposure interventions within CBT that have been applied to 
treat different disorders (for a review see Farmer & Chapman, 2008). However, they all 
share two main components. The first is exposure. The client is exposed to a specific 
stimuli that brings up the targeted emotional reactions whereas the feared or the negative 
outcome is absent. Secondly, a behaviour or cognition (Scaturo, 2010) that is in 
accordance to the targeted, unjustified and maladaptive emotional reaction, is prevented. 
Usually this reaction entails avoiding or escaping the experience of the emotions triggered 
by the exposure (Farmer & Chapman, 2008). The therapist asks the client to behave in a 
way that is different or incongruent with the emotional response emerging from the 
exposure. For example, a client that suffers fi’om spider phobia might be exposed to a 
spider in order to experience the targeted emotional reaction (fear) while at the same time 
s/he is invited to not avoid or escape until the fear reduces and even vanishes, given that 
the feared outcome (e.g. being stung) is not occurring. The stimuli to which the client is 
exposed can be either external or internal (Wells, 1997).
The application of Exposure Therapy starts with a behavioural and a cognitive 
explanation about the rationale of therapy (Rowa, Antony & Swinson, 2007). This is an 
important step since it clarifies the process of therapy to the client but also facilitates 
acceptance of the rational and engagement to a collaborative process. This was found to 
contribute to a positive therapy outcome (Addis & Jacobson, 2000). Another important 
step is the development of an exposure hierarchy in contradiction to mass flooding which 
is less preferred by clinicians (Rowa et al., 2007). Within this process the client is asked 
to create a hierarchy of cues or situations that trigger the unjustified emotional and the 
maladaptive behavioural reaction, by rating the intensity of his/her emotional reaction on 
a 0-100 scale. Based on this, exposure is initially focused on less distressing situations 
and gradually builds up to highly avoided situations.
Exposure Therapy is more efficient when the client has a sense of predictability and 
control over it (Rowa et al., 2007). However, it is important that the client does not 
engage in safety behaviours and the therapist does not provide reassurance to the client
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during exposure, as this has been found to hinder the therapeutic process (Abramowitz, 
Franklin, & Cahill, 2003). It is a crucial part of Exposure Therapy to allow the client to 
fully experience the triggered emotion and live with the uncertainty of what might happen 
(Rowa et al., 2007). In regards to the role of the therapist during exposure, it has been 
argued that the therapist could model the exposure (Steketee, 1993). However, this has 
been questioned as it could imply another form of reassurance (Rowa et al., 2007) and 
Marks (1981) has found that modeling exposure does not add to the efficacy of the 
technique.
There are plenty hypotheses about the efficacy and rationale of Exposure Therapy. 
To begin with, it has been argued that Exposure Therapy is based in counterconditioning 
(Farmer & Chapman, 2008). This refers to the substitution of a dysfunctional behavioural 
reaction to a stimuli with a functional one in order to gradually lower and even eliminate 
the distressing emotional reaction. Within the same rationale, another mechanism that 
might explain the efficacy of Exposure Therapy is 'learning new responses' (Farmer & 
Chapman, 2008). This refers to the learning of different reactions to the exposed stimuli 
(Bouton, 2004) but in contradiction to counterconditioning, it does not entail the 
discarding of the dysfunctional one. Apart from this, it has also been suggested that the 
behavioural phenomena of extinction or habituation (e.g. Reich, 2010) could underlie the 
efficacy of Exposure Therapy (Farmer & Chapman, 2008). This is based on classical and 
operant conditioning (Mowrer, 1947, 1960) and entails the extinction of the conditional 
reaction to the targeted stimuli.
Within a more cognitive context, the fonction of Exposure Therapy is explained 
through the modification of rules that dictate the avoidant behaviour (Farmer &
Chapman, 2008), This mechanism refers to the discarding of dysfunctional or inaccurate 
rules about the reaction to the stimuli and the replacement with more accurate in 
accordance to the different experience provided by the exposure. This is also connected to 
the testing and changing of the predictions the client holds around the result of the feared 
situation during exposure (Rowa et al., 2007). Lastly, Exposure Therapy has been 
understood through the Emotional Processing Theory (Foa & Kozak, 1986). According to 
this, the individual develops memories of the targeted stimuli and the coping/avoidant
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reactions to it. Through repeated exposure to the stimuli, it is argued that the client 
develops a new network of memories about his/her reactions to the situation and the 
meaning of the avoidant reaction is disconnected from the actual situation (Foa & Kozak, 
1986).
Attachment Theory
Attachment Theoiy (Bowlby, 1969, 1973,1980) stems form the tradition of 
ethology (Bowlby, 1953) and evolutionary psychology (Bowlby, 1981; Holmes, 1993). It 
explains the importance of affectional ties between the primary caregiver and the infant 
(Ainsworth, Blehar, Waters &Wall, 1978) and the role it plays in the development of the 
individual. Holmes (1993) refers to it as a "spacial theory" (p. 67) that emphasizes the 
significance of the physical and emotional proximity between infant and caregiver. 
According to Bowlby (1958) infants portray an irmate tendency to seek and form 
attachments with specific adults that provide care to them. This is done in a hierarchical 
order with the most important relationship being the one developed usually with the 
mother (Holmes, 1993). It tiiis active and reciprocal (Rutter, 1981) presence of the 
caregiver that creates a secure base from where the child can explore (Ainsworth, 1982) 
and develop. Otherwise, the inability of the caregiver to foster an effective and secure 
relationship with the child leads to the deprivation of healthy development (Bowlby, 
1951) and affects the cognitive, emotional, physiological and social development of the 
child (Holmes, 1993). Attachment pattems are starting to be formed from birth and 
influence the person through adulthood (Bretherton, 1985; Grossman & Grossman, 1991; 
Main, 1991; Main, Kaplan & Cassidy, 1985).
In general, there are two major categories of attachment; secure and insecure. The 
former refers to feeling of security and safety (Holmes, 1993) that stems from caring, 
support and both physical and emotional holding provided by the caregiver. Insecure 
attachment is developed when the relationship with the caregiver is disrupted by 
deprivation (Bowlby, 1951) of attendance to the child's needs and separation from the 
caregiver that leaves the child feeling unprotected, exposed and cut off (Fonagy, 2001). 
When the attachment is secure and the caregiver moves away from the child the latter
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starts protesting and shows signs of anger (Bowlby, 1965; Durbin & Bowlby, 1938). 
However, if the separation from the caregiver or the deprivation of needs continues then 
the child shows signs of despair and in consequence, detachment (Bowlby, 1969, 1973).
Ainsworth et al. (1978) initially identified three pattems of attachment and later a 
fourth category was added (Main & Solomon, 1990). These are: secure, insecure- 
avoidant, insecure-ambivalent and insecure-disorganized. They were formed based on the 
infants' reaction to the separation and re-union with the primary care giver and were 
found to be associated with the responsiveness and sensitivity of the parents (Ainsworth 
et al., 1978). Secure children show signs of distress at separation and are able to be 
soothed in re-union and seem content. Lisecure-avoidant children do not show overt signs 
of distress in separation and seem to ignore the caregiver in re-union. Insecure-ambivalent 
children are extremely distressed in separation and cannot be comforted in re-union. 
Insecure-disorganized children during re-union portray a variety of behaviours such as 
'freezing' that cannot be classified in the three previous categories.
Unraveling the impact of early attachment in a person's psychosocial development 
Bowlby (1973,1981) argued that through the interaction with the environment and 
specifically the main caregiver at an early age, the infant develops an 'intemal working 
model' about the world and the self. The intemal working model is a memory structure 
(Liotti, 2007) that is derived from the actual experience and consists of information about 
how the others relate to the infant and how acceptable or unacceptable the infant is to the 
primary caregiver (Bowlby, 1973). The intemal working model acts as a prototype for all 
later relationships (Fonagy, Gergely, Jurist & Target, 2002) and in tum influences the 
way the individual behaves within interpersonal situations as s/he enters them with 
preconceived anticipation of others' behaviour in relation to him/her. Thus, the intemal 
working model influences the shaping of relationships in addition to being shaped by 
them (Wallin, 2007).
The working model that derives from a secure attachment is of a loving and reliable 
caregiver and of a lovable and worthy of attention self (Holmes, 1993). This enhances the 
development of positive self-view and an openness of the person to modify his/her 
behaviour to a new experience (Wallin, 2007). It has also been found that attachment
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security adequately predicts cognitive capacity in memory and communication (Moss & 
St-Laurent, 2001).
Exposure Therapy and Attachment
Above, Exposure Therapy and Attachment Theory have been briefly described. On 
a first sight, it seems that both concepts stem from unrelated theoretical approaches and 
superficially share little in common. It is the aim of this paper, however, to explore their 
relationship and in particular to examine whether a reparative attachment is being formed 
during the application of Exposure Therapy both in a cognitive and a behavioural level.
Regardless of the therapeutic approach, psychotherapy is basically an interpersonal 
relationship (Gilbert & Leahy, 2007). Within CBT the therapeutic relationship is viewed 
as a collaboration towards guided discovery, cognitive psychological understanding and 
an invitation towards considering implementing alternative thoughts and ideas (Gilbert & 
Leahy, 2007). As it was mentioned above, in Exposure Therapy the explanation of the 
rationale behind it and the acceptance of it from the client, enhances positive outcomes of 
the treatment (Addis & Jacobson, 2000). By assuring the client's engagement and 
willingness to collaborate, it could be argued that therapy and the therapeutic relationship 
becomes a supportive and reciprocal environment for the client. The therapist explains the 
process and is open to discuss and explore the client's difficulties around Exposure 
Therapy. This fosters an environment that helps the client face and endure distressing 
emotions and engage in new and more adaptive behaviours with the encouragement and 
the guidance of the therapist within a supportive therapeutic relationship. In terms of 
Attachment Theory, Liotti (2007) has suggested that working within towards a 
collaborative therapeutic alliance provides the space to repair previous interpersonal 
experiences and may lead to an alteration of the client's intemal working models.
However, within exposure, the therapeutic relationship does not become another 
form of reassurance. Working towards avoiding safety behaviours and response 
prevention while experiencing the distressing feelings during exposure (Rowa et al.,
2007) the therapist fosters behavioural and cognitive change within the safety and trust of 
the therapeutic relationship. For example it has been suggested (Abramowitz et al., 2003)
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that the therapist should discuss the client's request for reassurance when it emerges and 
gently refuse to provide it. It could be argued, therefore, that this creates a feeling of 
safety at a different level. The therapist empathizes with the need for reassurance and the 
challenges the client is faced with during exposure, and is open to hold and reflect 
distressing feelings, but at the same time creates safe boundaries and fosters change by 
not colluding with the client's maladaptive needs. From an attachment viewpoint, apart 
from the significance of a supportive and reciprocal environment as a prerequisite for 
secure attachment, Bowlby (1988) described deep attachment as considering the other as 
the object into which instinctual responses terminate. Durbin and Bowlby (1938) have 
argued that one of the greatest gifts parents can give to their children is to allow them to 
express their distressing feelings while preventing acting on them. In exposure, it could 
be argued, this role is being occupied by the therapist.
In connection to the interpersonal and relational elements of the therapeutic process, 
proximity is another element that seems to bring Exposure Therapy and Attachment 
Theoiy closer. It has been argued that Exposure Therapy is more effective when it is 
applied with the presence of the therapist rather than being self-directed from the client 
(Abramowitz, 1996). Moreover, it has been found that more frequent Exposure Therapy 
sessions and practicing, ideally daily, are connected with better treatment results (Foa, 
Jameson, Turner, & Payne, 1980; Rowa et al., 2007). The presence of the therapist and 
the frequency of the sessions, it could be argued, provide a proximity which seems to fit 
well with Holmes' (1993) emphasis on physical and emotional proximity in an attachment 
relationship. The frequent practice of exposure and the presence of the therapist provide 
the prerequisites for learning to experience distressing feelings, hindering avoidant 
behaviours and introducing more adaptive reactions to otherwise distressing situations.
Furthermore, maybe the most obvious connection between Exposure Therapy and 
Attachment Theoiy lies on the mechanisms employed during exposure and their 
relationship with Bowlby's (1973) notion of intemal working models. As it was seen 
above. Exposure Therapy and its efficacy seems to be viewed and explained through 
behavioural and cognitive mechanisms that influence the way the client behaves and 
understands the world. In other words, it seems that through exposure the client manages
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to change the way s/he views a situation (e.g. as fearful) and her/himself (e.g. as 
inefficient) by experiencing a novel reaction to the targeted stimuli. This seems to be in 
agreement with the rationale of the intemal working models. More particularly, both the 
Emotional Processing Theoiy (Foa & Kozak, 1986) and Attachment Theory suggest 
mnemonic cognitive constmctions that guide the individual in his/her interactions with 
others and his/her reactions to specific situations. By changing them. Exposure Therapy 
might succeed in provoking change at a core level as it is proposed by Attachment Theory 
and the notion of intemal working models. Close to this rationale is also the mechanism 
that suggests the discarding of inaccurate mles about the reaction to the stimuli and the 
replacement with more accurate according to the novel experience within Exposure 
Therapy (Farmer & Chapman, 2008).
It is of no surprise that Beck, Rush, Shaw and Emery (1979) have suggested that the 
intemal working models idea seems to be closer to cognitive therapy and it could be 
argued that this notion shares a lot in common with other cognitive structures like 
schemas. The latter, according to Wells (1997), are subject to change and challenging 
within Exposure Therapy. Furthermore, the setting of an exposure hierarchy in Exposure 
Therapy within a good therapeutic relationship and collaboration could be also connected 
to this cognitive and behavioural leaming and restructuring. Through this and within good 
rapport, the client develops a sense of control and agency which might be enhancing 
his/her self-view and render his/her needs as important and worth attending to. This 
seems to portray a reparative attachment relationship within which the individual has the 
chance to modify his/her intemal working models.
Conclusion
In the present paper there has been an attempt to explore the relationship between 
Exposure Therapy and Attachment Theoiy and in particular whether the mechanisms that 
underlie the former, its application and efficacy, can be understood through Attachment 
Theory. The points that seem to bring these two theoretical concepts closer focused 
mostly on the process of therapy and the therapeutic relationship during Exposure 
Therapy. Generally, it has been argued that the mechanisms of change that Exposure
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Therapy is based on and the collaborative nature of the therapeutic process within the 
CBT paradigm, may create an environment that provides the client with novel 
experiencing of the world and the self, within a supportive and reciprocal relationship. 
Keeping in mind that attachment styles and intemal working models influence the 
individual throughout his/her life and are subject to change, this process, it has been 
argued, could form a reparative attachment experience.
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Psychoanalysis and Depression
Introduction
This paper sets out to explore depression from a psychoanalytic viewpoint. 
Information will be drawn from various theorists in order to present an in depth 
understanding of how depression is viewed within a psychoanalytic understanding of 
human distress. The therapeutic and practical applications of these theoretical 
constructs of depression will then be discussed in order to provide a view of how to 
work with depressed clients from within this model. At the end, the connection 
between the psychoanalytical understanding of depression with other theoretical 
constructs will be discussed towards a pluralistic approach of human distress, 
following the tradition of Counselling Psychology (Diamond, 2010).
According to the National Institute for Health and Clinical Excellence 
depression is a broad and heterogeneous disorder. Its main feature is loss of mood and 
pleasure in several activities (NICE, 2009). According to the Intemational 
Classification of Diseases depression is constructed as 'depressed mood', 'loss of 
interest or pleasure' and 'decreased energy or increased fatiguability' (WHO, 1993). 
Depression is diagnosed when two of these criteria are present. However, within 
several psychotherapeutic and psychiatric approaches, depression is viewed and 
understood differently as a result of intemal psychological, social and/or genetic and 
biological processes (Fronimos & Brown, 2010).
The psychoanalytic model of depression
Within the psychoanalytic paradigm depression is connected with loss and 
mouming (Abraham, 1953; Leader, 2008; Freud, 1917). The term 'depression' is not 
used and rather the term 'melancholia' sets out to explain this state of pathological 
reaction to loss. Abraham (1953) noticed that the state of grief is similar to the clinical 
presentation of melancholia and Freud (1917) believed that melancholia and mouming 
are correlated. Mouming and melancholia entail loss of connection to the world and 
feelings of anger and despair (Holmes, 2002). According to Freud (1917, p. 244) the 
main difference between the two is that the melancholic also experiences intense 
feelings of self-reproach and "delusional expectation of punishment", Mouming,
Freud argued, is the reaction to loss of a loved one or of ideas, objects and in general.
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a certain way of being (Leader, 2008). Melancholia is an alternative pathological 
reaction to such loss that occurs through a dysfunctional disposition of the lost object. 
In further detail, Freud (1917) argued that in mouming the person perceives the world 
as impoverished and meaningless whereas in melancholia theses attributes occupy the 
self. In other words, in mouming the person suffers due to an extemal loss of an 
object whereas in melancholia this self-criticism and self-loathing implies a reaction 
to the loss of apart of the ego (Freud 1917). In some cases of melancholia, the loss 
does not imply actual death but rather the cessation of the object as a loved one. The 
object could be a person, a relationship, a value or an idea. Furthermore, in other cases 
the loss might take place in an unconscious level thus rendering the person unable to 
identify it (Freud 1917).
According to Freud (1917) the melancholic intemalizes the lost object in a 
way that the ego becomes the object itself. The loss of the object implies the 
withdrawal of the libido from the object and the displacement onto a new object. In 
melancholia however, the freed libido is withdrawn to the ego in a process of 
narcissistic identification (Holmes, 2002). It is through this mechanism that the 
melancholic experiences not only unexplainable grief and the signs of mouming but 
also self-reproach and low self-view since the reproach and anger towards the lost 
object are now tumed against the self (Leader, 2008). These aggressive feelings are 
understood as unconscious anger towards the lost object for being lost in the first 
place. Freud (1917) has mentioned that the removal of the libidinal energy from an 
object is never something that the person is willing to do. However this hate and 
reproach towards the lost object does not exist alone. It is part of the ambivalent 
feelings that any relationship with an object entails; the existence of both love and 
hate for the same object (Leader, 2008). Within this model therefore, melancholia is 
understood as the identification with an ambivalently held object (Holmes, 2002).
To better understand the dynamic mechanisms that lie behind melancholia and 
following Freud's formulation around its connection to mouming. Leader (2008) has 
identified four processes of mouming which are blocked in melancholia. First, is the 
creation of an artificial symbolic space that frames the object in a representational 
level. For example, monuments and language serve this function of positioning the 
object from reality to representation. In melancholia however, this space seems to 
have been occupied by the melancholic's ego and the symbolic representation of the
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object is blocked. The second process of mouming refers to the "necessity of killing 
the dead" (Leader, 2008 p. 168). Freud (Paskauskas, 1993) has argued that the process 
of mouming entails the symbolic realization and declaration that the lost object is 
dead, that the object is symbolically put to rest (Leader, 2008). According to Leader 
the moumer has the choice to kill the dead or die with them and the melancholic 
chooses the latter. This prohibits the melancholic from symbolically killing the lost 
object and thus going through the process of mouming. The loss of energy and fatigue 
that is observed in depression. Leader argues, might imply this symbolic death of the 
melancholic.
The third process of mouming refers to what Lacan (as cited in Leader, 2008 
p. 131) named, 'constituting the object'. Freud (1917) has argued that mouming is not 
about grieving the one someone lost but rather what s4ie lost in them. The process of 
constituting the object is about acknowledging the lost object as such and separating 
the meaning and the images that the lost object had for the moumer from the place 
they occupied in the psyche. For something to exist means that it can be absent as well 
(Leader, 2008). In melancholia however, the melancholic is unable to constitute the 
object as s/he has become it. The fourth process of mouming involves the letting go of 
the image of who the moumer was to the lost object (Leader, 2008). It entails 
mouming not only for the lost object but also giving up a part of self that was lost in 
relation to the lost object. It is a process of painful reconstmction and self-exploration 
(Leader, 2008). Nevertheless, in the case of melancholia there is no such symbolic 
representation of an object to situate the melancholic in relation. Therefore the person 
experiences a void and is left feeling unlovable and worthless. If the lost object 
constituted a point of reference in a hostile environment then after the loss it is 
essential for the melancholic to preserve this relationship. Melancholia could thus be 
seen as a defense against being an object open to relate with others in an unlovable 
world (Leader, 2008).
Even though Klein (1935) connected melancholia with mouming, she 
understood the former somewhat differently from Freud. For Klein, the ambivalent 
feelings towards the relationship to the mother are the central theme in a person's 
development. She focused on and identified 'fixation points' (Holmes, 2002) in the 
child's development that underlie later psychological difficulties. In the Kleinian
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model the psyche does not consist of drives but of internal representations of the 
person and his/her relationships.
In terms of depression, Klein (1935) argued that there are periods when 
children experience sadness. She placed this in the transition from the 'paranoid- 
schizoid' position to the 'depressive position'. For Klein (1935), in the early stages of 
development the child is at the paranoid-schizoid state where s/he perceives the 
frustrating absent mother as a different object from the caring and present one. By the 
end of the first year the child gradually moves to the depressive position where s/he 
realizes that both the absent and the present mother are the same person. This creates 
feelings of guilt for the hatred that the child has shown towards the person s/he loves 
and feelings of anxiety in the fear of destroying the loved object (Holmes, 2002). 
However, this move to the depressive position is perceived as a fundamental and 
healthy maturity process. The child, in a reparative process, reinstates the object in the 
psyche and feelings of love surpass the feelings of hate (Holmes, 2002; Leader, 2008). 
At this point pain and grief serve a rather cleansing function. In melancholia, 
however, the person is fixed in the paranoid-schizoid position where due to the 
splitting between good and bad, the melancholic is stuck in a world of hopelessness, 
envy and separation from the good objects (Holmes, 2002). The self-reproach evident 
in the melancholic, is connected here with the harm that has been afflicted to the 
object and the melancholic's hate towards his/her own destructive drives (Leader,
2008), which is manifested through feelings of being utterly bad and guilty.
Working psychoanalytically with depression
As in most psycholo^cal therapies, contemporary psychoanalysts have 
emphasized the importance of building of a good therapeutic relationship with the 
client (Holmes, 2002; Lemma, Roth & Pilling, 2011). Many have argued that 
psychoanalysts seem in therapy as unemotional and detached (Lemma et al., 2011). 
However, this is not the case. In psychoanalytical work the therapist holds an analytic 
stance that allows him/her to be receptive of the unconscious world of the client and 
monitor what is happening in the transference. This might entail a more neutral stance 
of the therapist that focuses on interpretation and reflection in order to allow the 
expression and reflection of painful feelings to another person (Lemma et al., 2011) in 
a ‘here and now’ context (Joseph, 2008). Nevertheless, this does not imply emotional
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detachment. According to Lemma et al. (2011) the psychoanalytic stance of the 
therapist provides a way of listening that includes empathie understanding but also 
allows the exploration of unconscious processes rather than solution and action 
orientated provision of advice.
Within the therapeutic relationship with a depressed client Holmes (2002, p. 
59) has identified three types of countertransferential emotion: "despair, irritation and 
the desire to nurture the patient". Despair refers to the distressing feelings that the 
melancholic brings to the therapeutic relationship. The therapist must hold and 
’metabolize' (Bion, 1978) the feelings of despair and hopelessness by acquiring, in 
Kleinian terms, a depressive position (Holmes 2002). Through the process of 
projective identification (Klein, 1946; 1955) this will allow the client to re-intemalize 
them as less destructive and as part of the ambivalent held feelings toward the lost 
object. In other words, this holding environment (Winnicott, 1971) creates a secure 
base that allows the client to process the distress and internalize a more benign version 
of the lost object (Holmes, 2002). Moving then towards the depressive position, the 
client is rather freed by his unbearable guilt as s/he is able to acknowledge that s/he is 
not the only one to blame for the loss. Irritation refers to the feelings of resentment for 
the client and an attempt to force him/her to acknowledge their false and self- 
destructive worldview (Holmes, 2002). The therapist needs to accept and monitor this 
transferential reaction and resist from acting on it. Thirdly, the desire to nurture the 
client refers to the therapist's countertransferential feelings of sympathy for the clients' 
condition and extreme wish to help them. This entails being absorbed by the client's 
despair rendering the therapist unable to hold on to an extemal viewpoint of the 
client's condition (Holmes, 2002).
According to Holmes (2002) the work with a depressed client will inevitably 
focus on loss both in the present and the past. As it was seen above however, the loss 
could be unconscious and one of the aims of psychotherapy will be to bring it into 
consciousness so as the client registers, processes and represents it (Leader, 2008). 
Furthermore, the experience of the loss needs to be authenticated with a third party 
which in therapy, is the therapist (Leader, 2008). In psychotherapy with a depressed 
client, Holmes (2002) argues that the therapist should seek past episodes of loss from 
the client's early experiences. This will allow viewing the depressive state as a 
regression to previous loss. Interestingly, Klein (1935) believed that in order to
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process a recent loss, a previous one needs to be processed first and that when a new 
loss occurs, the person needs to re-create the whole of his/her intemal world, by going 
through all the past losses. For example, drawing from my own clinical practice, I was 
seeing a forty-year-old woman who initially came to the service due to the recent at 
the time, death of her father. Nevertheless, during the course of therapy previous 
losses emerged. The client reported that throughout her life people were 
“psychologically leaving” her and came in touch vdththe “actual” loss of her father 
when she was ten and he was diagnosed with schizophrenia. She also explored and 
processed her divorce and the loss around her representations of her brother and their 
relationship.
Overall, psychodynamic work with a depressed client entails a process of 
reparation (Holmes, 2002). Being emotionally and empathically connected with the 
client's experiences, while unfolding unconscious processes and working on the 
transferential reactions of the client, the therapist facilitates the process of previous 
losses and the re-construction of the client's intemal world (Holmes, 2002; Lemma et 
al., 2011). The aim is to help the client find a secure base, acknowledge the loss and 
moum (Holmes, 2002).
Relation to other theoretical constructs
Pluralism in the therapeutic practice is cmcial and fundamental in Counselling 
Psychology (Milton, 2010). According to McAteer (2010) pluralism entails a 
dialectical quality within which difference is being recognized and actively negotiated 
by counselling psychologists. Below, the psychoanalytic perspective of depression is 
going to be discussed in connection to other theoretical models and towards 
developing this dialectical quality.
Psychoanalysis is considered by many as incompatible with some 
psychological theories such as Cognitive Behavioural Therapy (CBT) (Holmes, 2002). 
Leader (2008, p. 19) is quite critical of CBT as he argues that it is "a superficial 
treatment [that] cannot access unconscious complexes and drives" and that focuses on 
the elimination of the symptoms. This, according to Leader, is only temporary since 
the client retums to therapy suffering from different symptomatology. However, 
Holmes (2002) argues that in practice, many psychoanalysts at times consciously use 
cognitive interventions and vice versa cognitive therapists take on board
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psychoanalytic ideas such as transference, in their clinical practice. In terms of theory, 
both psychoanalysis and CBT see loss as the main theme behind depression. From a 
cognitive behavioural perspective depression is understood as the result of enduring 
negative cognitive structures due to early loss (Beck, 1967). Furthermore, certain 
cognitive techniques on depression do not seem so radically antithetical to the ones of 
psychoanalysis. The aim in CBT is to challenge and change current and older 
cognitive structures using cognitive and behavioural techniques, such as mood diaries, 
identifying negative automatic thoughts and reality testing behavioural experiments. 
Holmes (2002) argues that these facilitate the strengthening of the ego and the move 
towards processing the loss.
Furthermore, physiological/biological models of depression (e.g. Cyranowski, 
Frank, Young & Shear, 2000; Seeman 1997; Sevy, Mendlewicz & Mendelbaum,
1995; Staley et al. 2006) provide a genetic understanding of the condition and stress 
the role of hormones and the biochemical changes in the brain. These approaches do 
not consider psychological processes. However, psychobiological models on 
depression have begun to develop. These accept that changes in the infant's brain 
chemistry could be influenced by distressing experiences such as loss (Holmes, 2002). 
Critics of these models however, argue that there is no empirical evidence that 
neuroscience can be applied to psychoanalysis (Vivona, 2009).
Social theories (e.g. Stoppard, 2000) focus on the role of the social context in 
the construction and/or the aetiology of depression. According to Holmes (2002) 
psychoanalysis entails both intrapsychic and interpersonal elements. The former refers 
to the intemal world of the client whereas the latter on the interactions with others. It 
is the interpersonal element in psychoanalysis that shares the common ground with 
social theories of depression. The notion of early loss in childhood has been 
connected, as it was shown above, with the relationship to the mother and melancholia 
refers to the loss of the other; the object. Furthermore, one of the main therapeutic 
tools that the psychoanalyst uses in therapy is the transferential and counter­
transferential relationship in the therapeutic room. However, this relational aspect 
does not fundamentally include the social. Leader (2008, p. 71) argues that the 
psychoanalytic theories of Abraham, Freud and Klein on mouming and melancholia 
have missed exactly this; "the social aspect of mouming". Leader stresses the fact that 
Freud (1917, p. 71) has presented mouming as an "intensely private process" and
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focuses on the importance that the public display of mouming plays in the process.
For Leader the main fonction of public mouming is that it facilitates the private 
mouming of the individual. In public mouming rituals the attendees find a way to 
process their own previous losses.
Conclusion
In the present paper the main psychoanalytical theories around depression and 
their application in clinical work were presented. Furthermore, there was an attempt to 
place these theoretical views in a broader psychological context and discuss them in 
connection to some other main theoretical approaches. This was done in an attempt to 
attain a pluralistic stance in depression. It is acknowledged, however, that many 
theories and views on depression have not been explored in the paper.
In conclusion, the plurality of different theories on depression might lead to 
the acknowledgement of the relative and constmctive nature of psychological theories 
and their understanding of human distress. In the author's mind, theories provide the 
language, the words and the story to describe, understand and summarize previous 
knowledge/observation of human distress. They provide ways to look at the clients’ 
world and grasp their experience. Psychoanalysis seems to contribute greatly to this 
theoretical palette by offering a unique way to approach the client's distress by 
incorporating both conscious and unconscious processes, and providing a way of 
being with the client in order to facilitate the expression and processing of long 
repressed and forgotten feelings.
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THERAPEUTIC PRACTICE DOSSIER
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Introduction to the therapeutic practice dossier
In this section, an overview of my therapeutic practice throughout the three 
years of my training is presented. The therapeutic practice dossier provides a summary 
of all the placements I have worked at, the context, the client population and the types 
of supervision. This draws from a number of client and process reports, logbooks and 
placement evaluation forms that have been submitted during my training. However, 
the names of the actual locations, the organizations and the supervisors are not 
mentioned for confidentiality reasons. At the end, a Final Clinical Paper draws from 
my therapeutic, theoretical and research experience to offer reflections on my journey 
of becoming a Counselling Psychologist.
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Description of clinical placements
First year clinical placement
A University Counselling Service (October 2008-July 2009). The University 
Counselling Service was part of the Student Care Services and provided independent 
and confidential psychological and well-being services within the University. It was 
linked with other agencies such as the Student Health Centre and Learning Support 
and offered one-to-one, couples and group counselling to students and staff members. 
Clients were usually self-referred whereas in some circumstances students were 
referred by their tutors. Both short-term and long-term therapy was offered and the 
duration of the therapeutic contract was agreed jointly by the client and the counsellor. 
The counselling team was experienced at working with students from a broad range of 
cultures and nationalities and specialized in various therapeutic models ranging from 
psychodynamic and humanistic to integrative psychotherapy.
Throughout my work at the University Counselling Service I provided therapy 
on a one-to-one basis using the Person-Centred approach. Furthermore, I also assessed 
clients for the Service, making clinical decisions regarding their allocation to team 
members or other services and carried out risk assessments, in cooperation with my 
supervisor. In my clinical work I have seen clients presenting with a variety of issues 
such as bereavement, separation anxieties and developmental transitions, relationship 
issues, self esteem difficulties, anxiety, phobias, depression, seasonal affective issues 
and drug induced borderline psychotic state. The Service provided weekly 
supervision sessions with a Psychotherapist trained in Integrative Psychotherapy and I 
also attended weekly group supervision at University.
In terms of other placement activities and team meetings, I participated in 
clinical meetings where team members presented difficult or troubling client cases or 
clinical and service related matters, which were then discussed within the team. I used 
this space to present cases from my workload. Furthermore, I attended monthly 
seminars on a variety of psychological issues that were presented by team members.
In this context, I also presented a seminar on ‘Male depression’.
Second year placement
Psychotherapy Department of a psychiatric hospital (September 2009-
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July 2010). The Psychotherapy Department was a secondary care service that offered 
long term, one to one psychotherapy and group therapy within a psychodynamic 
framework. Individual therapy aimed to facilitate the exploration of unconscious 
patterns of the person's inner world that were reflected in the therapeutic relationship. 
Usually the duration of the therapy ranged from one year to two years of weekly 
sessions. Group analysis focused on facilitating the clients' group experience in which 
family difficulties and other interpersonal relationships were worked through using 
the relationships in the group. Group therapy usually lasted for two years of weekly, 
ninety minutes long, group sessions. The groups were of mixed gender and group 
members usually presented with a wide range of psychological difficulties. Apart 
from the 'general groups', specialist groups were also offered: A group for young 
people aged from eighteen to thirty years old that lasted for approximately a year, a 
group for people who have experienced childhood sexual abuse and a women's group. 
Lastly, a combination of individual and group therapy was offered. This usually meant 
a period of individual therapy of three to twelve months, followed by group therapy. 
The professional team consisted of adult psychotherapists who were trained in 
psychodynamic/psychoanalytic therapy and group analysts. The clients seen in the 
service were considered to present with a wide range of enduring psychological 
difficulties and had usually been engaged in previous psychological therapy.
At the Psychotherapy Department I practiced both individual and group 
psychotherapy within the psychodynamic approach. I also assessed clients for the 
Department and made clinical decisions with regards to the treatment plan, in 
cooperation with my supervisor. As part of the assessment process and my clinical 
work, I have gmned experience in assessing and managing risk issues. In terms of 
group therapy, my supervisor and I co-facilitated the group for young people. The 
clients that I worked with presented with a variety of difficulties such as depression, 
anxiety, bipolar disorder, deliberate self-harm, OCD, eating disorder, sexual abuse, 
relational issues, suicide ideation, anger management issues and unresolved grief. For 
my clinical work, I received weekly supervision from a psychoanalytically trained 
Adult Psychotherapist and attended a monthly supervision group at the Department. 
Furthermore, I also attended weekly group supervision at the University.
At the Psychotherapy Department I had the opportunity to observe three Adult 
Psychotherapists and one Group Analyst, carrying out assessments. I also participated
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in various departmental meetings, activities and training. In detail, I attended weekly 
clinical meetings that involved presentations of important clinical issues and 
departmental decisions. I had the opportunity to use this space to present and discuss 
issues around my clinical work. Furthermore, I attended monthly Journal Club 
meetings that involved presentations by the psychotherapy team members and 
trainees, of papers on issues around practice and theory from a psychodynamic 
viewpoint. Within this context, I selected and presented a paper to the team. In terms 
of further training, I attended weekly seminars that focused on case studies or clinical 
issues and were presented by the medical psychiatric staff of the hospital.
Furthermore, I attended a ‘Risk Assessment Mandatory Workshop’ and completed the 
two-day ‘Rio Software Training’.
Third year placements
In the third year of my Doctorate I had the opportunity to work at three distinct 
placements: a Psychology Department of a Community Mental Health Recovery 
Service, a Residential Rehabilitation Service and a Specialist Psychological Service 
for OCD and Recurrent Depression. My clinical work has been primarily supervised 
by a Counselling Psychologist at tiie Community Mental Health Recovery Service 
who regularly liaised with my ‘secondary’ supervisors at the other placements and in 
regards to my professional development. Below, a summary of my third year 
placements and a description of my clinical work is provided.
Psychology Department of a Community Mental Health Recovery Service 
(CMHRS) (September 2010-July 2011). The CMHRS was an integrated health and 
social care team with a single team manager that focused specifically on adults with 
severe and enduring mental health problems. This multidisciplinary/agency team was 
based within the community and worked closely with all components of statutory 
services and a range of independent and voluntary sector agencies to provide a 
cohesive package of care. Within the CMHRS is the Psychology Department. The 
Department consisted of Clinical and Counselling Psychologists and provided one-to- 
one and group psychological therapy in accordance with the National Institute for 
Health and Clinical Excellence guidelines and based on each client’s presenting 
problems and needs.
At the Psychology Department I practiced both one-to-one and group
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psychological therapy following predominantly the CBT model. I also assessed clients 
for the Department and made clinical decisions with regards to the treatment plan, in 
cooperation with my supervisor. Furthermore, as part of the assessment process, as 
well as within my clinical work, I regularly assessed and managed risk issues that 
emerged. In terms of group work, my supervisor, a Social Worker and I co-facilitated 
the Psychological Skills Workshops. Overall, I saw a variety of clients with presenting 
issues such as: depression, personality disorder, psychotic depression and alcohol 
addiction, PTSD, anxiety, anger management issues, suicide ideation and history of 
sexual abuse. For this I received weekly clinical supervision by a Chartered 
Counselling Psychologist. In addition, I attended weekly group supervision at 
University.
At the CMHRS, I was a part of a multidisciplinary team and I was in constant 
collaboration with other professionals. Within this context I actively participated in 
my clients’ Care Programme Approach meetings and attended psychology team 
meetings, and multidisciplinary team meetings. I also participated in the service’s 
whole day seminar on the Payment by Results and Clustering system. Furthermore, in 
this third year placement I had also the opportunity to work jointly with various health 
care professionals. In detail, I co-assessed a client with a Community Psychiatric 
Nurse, as part of the CMHRS Duty Team assessment and I attended a psychiatric 
assessment at the client’s house. I also co-assessed a client held under Section 136 
with an Approved Mental Health Professional. The latter was part of my induction 
programme that involved spending a day with each team within the CMHRS and other 
services. Particularly, I spent a day with the Assertive Outreach Team, the Home 
Treatment Team, the Psychology Team of the psychiatric ward, the Approved Mental 
Health Professionals Team and the CMHRS Duty Team. During my induction, I 
attended team meetings that offered insight on each team’s function, client groups and 
responsibilities. Furthermore, I made a home visit with a member of the Home 
Treatment Team and I spent time with the inpatients at the ward.
Residential Rehabilitation Service (September 2010-March 2011). 
This service provided rehabilitation treatment and support to people with enduring and 
severe mental health difficulties who had been discharged from the acute services, or 
as an alternative to being admitted there. Its aim was to promote recovery and to help 
residents develop skills that would assist them to return to the community. Care could
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be provided on a short or long-term basis. The residents lived at the service and had 
access to various groups such as exercise groups, cooking classes and art groups. In 
terms of psychological support, the service provided one-to-one and group 
psychological therapy.
During my work at this placement, I practiced both individual and group 
therapy following predominantly the CBT model. In detail, I saw clients presenting 
vdth Borderline Personality Disorder and severe self-harm history, anxiety and 
depression. In terms of group work, I facilitated support groups for the residents and 
co-facilitated with my supervisor an anxiety management group. Furthermore, my 
supervisor and I developed and co-facilitated an emotional reflection group for the 
residents. Group members presented predominantly with psychosis and schizophrenia. 
For my clinical work, I received weekly supervision by a Counselling Psychologist.
In the Rehabilitation Service, I attended team meetings and I was an active 
member of a reflection group for staff members. The latter entailed weekly group 
sessions and aimed to facilitate personal reflection and exploration of the staff 
members’ processes in connection to their work at the service and their relationship 
with different residents that were discussed each week.
Specialist Psychological Service for OCD and Recurrent Depression 
(January 2011-Arpil 2011). The Specialist Psychology Service team provided clients 
with consultation, assessment, and therapy for Obsessive Compulsive Disorder and 
Recurrent Depression. The specificity of the therapeutic aim of this service aimed to 
provide focused, evidence-based treatment. This was predominantly Cognitive 
Behavioural Therapy. Clients in this service were usually referred from their GP, their 
Care Coordinator or following the completion of other brief psychological therapies.
At the Specialist Psychological Service I practiced one-to-one psychological 
therapy and I carried out assessments for the service, making clinical decisions with 
regards to the treatment plan and in cooperation with my supervisor. As part of the 
assessment process and my clinical work, I also assessed and managed risk issues. In 
this setting, apart from working with Recurrent Depression and OCD, I also offered 
therapy to a client presenting with Hoarding. For my clinical work I attended weekly 
supervision sessions with a Consultant Clinical Psychologist.
In all of the above placements I always sought to organize my own workload 
and take autonomous responsibility for the assessment, treatment, discharge of clients.
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and associated reports and note keeping. At the same time, I sought guidance via 
supervision and advice from my colleagues if any concerns arose. Furthermore, in my 
practice I adhered to the Services’ procedures and polices and the Health Professions 
Council and the British Psychological Society’s Code of Conduct for Counselling 
Psychologists.
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Final Clinical Paper 
Introduction
Here I am, writing my final clinical paper. Thinldng about my training, how I got 
here, my identity as a counseling psychologist, my clinical practice, bringing to mind faces 
of clients that I have not thought of for a while and experiencing emotions flooding my 
body. Here I am, at the end and heading towards an exciting beginning. This is where I 
start from, the end, the ‘here and now’. It is a time of stillness, of responsibility and 
introspection. It is a time of observation and reflection. It is also a time of reminiscing, a 
time when I look back at who I was and who I am now.
Psychology came into my life at a time of maturation. Working in a different field for 
many years, I started experiencing a rather existential realization that ‘just a job’ with a 
‘steady salary’ was below my aspirations and this had started to affect my well-being. I 
was with the Greek police service for many years and I smile as I remember this 19 year- 
old young man that thought he could change the world and make the difference. It seemed 
that at the time, my agency focused on adjusting myself to situations and achieving change 
from within according to my ideals of justice, equality and professionalism. It was at 
around the age of twenty-seven and after almost ten years in the service, that I came to the 
realization that I wanted something different from life. I wonder now whether this 
optimistic, open to situations and motivated stance that I had as a young man, was actually 
a resistance against this realization and the anxieties and responsibility that came with it.
In any case, it was in my late twenties that I found myself feeling unhappy with my life. 
This gave me the courage to address the issues around exploring my goals, my wishes and 
my inclinations. I reflected on the feelings that police work was bringing up for me and 
realized that this was the most painful thing of all. I did not wish to judge, persecute or 
‘punish’ people, I longed for accepting and understanding them. I found myself wondering 
what would I have done if I was in others’ predicament and to my surprise and sometimes 
fear, I came up with more ‘horrible’ or ‘condemnable’ things. It seems that this was the 
meaning that I was searching for. To understand, accept and help people rather than 
rushing into sentencing and convicting. This is how I entered the field of psychology. I 
was fascinated by human nature, how we come to act and interact in different ways and 
how can we bring understanding and acceptance.
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My motives however, were not only altruistic. I was unhappy with my identity at the 
time and I started doubting my self-worth. I found that I had higher aspirations for my life 
and discovered that what I had achieved thus far was not enough for me. I realized that I 
was not content with myself and this had been evident on an underlying, even unconscious 
level, for a long time. I knew that I could do much more and that I should not ‘waste more 
time’. This is where my strength to study hard and get my psychology degree while 
continuing to work full time, sprung from. It was from here where I felt I rediscovered a 
new meaning in life and this has not left me since.
Within this context, it is of no surprise that the years of my undergraduate studies 
were years of joy and satisfaction. I remember I felt as though I had rediscovered myself 
and my lost self-confidence. I am now feeling grateful to my professors at the Aristotle 
University of Greece. They instilled in me the values of humanism, existentialism and 
helped me tremendously to further develop a critical and broad view of human nature. At 
the end of my undergraduate studies, I was thrilled with the ideas of Rogers (1951) and 
existentialism. I had also come in contact with social constructionism and I was excited by 
this different and interesting worldview. I graduated with all these ideas inspiring my 
thought and my aspirations of the psychologist I was eager to become. I fantasized about 
the integration of different therapeutic models and deconstruction of psychopathology and 
often joked with friends on ‘how to change the world’.
Amongst criticism, surprise and doubt from my social environment, that could not 
understand how someone with a steady career could just change it, I decided to leave a job 
that never suited me and moved to England to become a Counselling Psychologist. I smile 
as I remember my excitement, joy and satisfaction for being able to make this change in 
my life and I still feel proud of my strength and commitment. However, I am also grateful 
to the police, as that experience allowed me to discover myself. It has given me invaluable 
insight into people’s pain and the variety of ways people might act under different 
circumstances. Furthermore, it helped me become a confident professional, to be able to 
work within a team, to manage resources and people and solve problems in a highly 
demanding and time restraining manner.
The Person-Centred Approach. Theory and practice, two different stories
If someone had asked me at the beginning of the course, I would undoubtedly have 
chosen the Person-Centred Approach as ‘my favourite’. Rogers’ (1957,1959) six core
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conditions and the way he presented them as necessary and sufficient was inspirational. 
They fitted well with my understanding of human nature and my feelings around being 
directive and judgmental that sprung from my experience in the Police. Furthermore, the 
year before I came to England, I was working as a part-time honorary psychologist with 
children in special education and within a humanistic approach that focused on self- 
regulation, non-directedness and pre-therapy (Prouty, 1976). This gave me the chance to 
practice the humanistic ideals and further delve into this model. An influential figure in 
my life was my supervisor at the time who further instilled humanistic and existential 
ideals in me during my work with him.
However, practicing the Person-Centred approach with adults on a one-to-one basis, 
was a different story. My placement was at a University Counselling Service and one of 
my first clients was a nineteen year old woman who presented with low mood and 
incidents of bursting into tears for "unimportant" reasons. After two sessions, she sent an 
e-mail to the service requesting to see a more experienced therapist. She then had a session 
with my supervisor and reported that all I was doing in the sessions was repeating what 
she had said. She also reflected on my body posture and shared fantasies that I was 
“laughing at hef ’ behind my hand that was covering my mouth as I was supporting my 
head. The shock was great and my anxiety rose. It was agreed that she would see my 
supervisor for therapy. However, she did not engage with him either and my supervisor 
reassured me that I should not blame myself as he believed that the client was not ready at 
the time to engage in therapy.
This was an invaluable experience that helped me tremendously to reflect on my 
personal style of practicing therapy and the Person-Centred approach in particular. It was 
my anxiety to apply the approach ‘correctly’ or ‘properly’ that seemed to have resulted in 
the ‘repeating’ of what the client was bringing. This helped me reflect on my anxieties 
around seeing clients and freed me from the fears I had around doing therapy in a ‘right’ 
or ‘wrong’ manner. It helped me understand the non-prescriptive nature of Rogers’ (1957) 
conditions and allowed me to start delving into the experience of being with another 
person in the room and of interacting without any preconceived ways of how I should be. 
Furthermore, I never again put my hand in front of my mouth while listening to a client.
As time passed and other than the above, my clients were engaging in therapy, I 
increasingly started to feel more comfortable in the room and more confident with the 
model. This allowed me to be with the client, his/her experiences and phenomenology but
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also to be able to use myself, show unconditional positive regard, empathy and congruence 
(Rogers, 1957,1959) appropriately, and in order to facilitate exploration and hopefully 
change. However, there were times that I felt I was becoming quite directive and leading 
during the sessions and this was something that was discussed in supervision and in my 
Process Reports. Eventually, I came to gradually understand the difference between 
congruence and directedness and the notion of bracketing (Spinelli, 2007) from the 
existential psychotherapy approach helped me tremendously with this. It freed me and 
allowed me to use my intuition and share my understanding of the client’s experience 
based on his/her phenomenology.
This seemed to have been the case with Ms Brown (all client names and details used 
in this report have been changed to ensure confidentiality). She was a forty year old 
woman who came to the service to deal with her father's death but also expressed the need 
to discuss and explore relational issues towards her family members and ex-partners as 
well as issues regarding her self-esteem and personal development. During sessions she 
described a pessimistic, negative view of herself, her life and her situation. However, in 
later sessions she reported coming in touch with a more optimistic side of herself and 
being able to see things in a positive light. This was a change that occurred in therapy and 
it seemed that it was facilitated by the space that was provided in our sessions, which 
enabled her to express and process her thoughts and feelings in a non-critical and 
accepting context. In the extract below Ms Brown had been talking about the positive 
aspects of her life and I attempted to bring the two parts, the pessimistic and the 
optimistic, together and facilitate exploration of the inconsistencies of the self (Rogers, 
1951).
Client: (In a low voice) That's alright. Uhm, ()yeah, that's really exciting 
actually. Really exciting to, to come here and meet, different people 
Therapist: So juggling has eh, positive aspects as well 
C: Ah, yeah... In a way, there are positive aspects coming here, obviously. I
suppose the trouble coming to (inaudible) to you, I  focus on the bad things 
but there are positive things in my life you know and I  have, you know 
uhm, which I  dp see but, just I  suppose I  focus on the crap (client laughs) 
T: But there's something there that doesn't let you enjoy them. Going back to 
what we have been discussing
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C: Hmm
T: It seems like you kncfw, this, this, juggling, ten balls in the air, being brave, 
people admiring you, doins somethingfor your life
C: Hmm
T: Knowing where you were, knowing where you want to go and struggling to, 
to do that 
C; Tgo/x
T: It sounds like there's, there must be there some, some kind o f satisfaction, 
some kind o f joy and talking about the new nationalities and how you, you 
know, escaped (client's hometown) and met new people 
C; Tgo/f
T: But at the same time it seems like there's something there that, makes you 
focus on the negatives, makes you not really enjoying the fun part. And I'm 
wondering what's that about.
C: Yeah, Idon'tknow. (.) You're definitely right I  do. I, I  mean I  (.) I  do, Imean 
I  go in waves, like month to month you know and uhm, you know last 
week, I  was really negative and I  was really tired, really tired but then that 
was, hormonal as well because it's the time o f month and I  was feeling 
very low last week (inaudible) I  do feel a lot more positive this week and I  
can, uhm, look to the future more.
Being able to work with the client’s phenomenology, in order to address issues that 
would bring movement in the session and the therapeutic work, allowed me to gradually 
move into a broader understanding of the client’s experience and to implement in my 
thinking other therapeutic models. In the extract above, I remember I had in mind not only 
to help Ms Brown to come in touch with her ‘real self (Rogers, 1951) and her self- 
actualizing tendency (Goldstein, 1940) but I was also thinking in Kleinian terms and 
specifically facilitating a movement towards bringing Ms Brown’s ‘split parts’ together 
(Klein, 1952). This was done with the help of my supervisor and in accordance with the 
pluralistic approach of a Counselling Psychologist (McAteer, 2010). After all, the 
introduction to the psychodynamic theory had already started at the course.
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The psychodynamic approach. In the realm of the unconscious
Initially, I approached psychodynamic theory with much suspicion and a rather 
critical stance especially around the ‘existence’ of the unconscious. The stereotypes of the 
silent therapist that every now and then says something that sounds as if it has no explicit 
connection to what the client has been sharing were quite strong. However, this fostered 
excitement to delve into the theory and its practical applications, in order to challenge my 
assumptions. This was not an easy process and especially in regards to the client work. I 
remember that I felt uncomfortable interpreting, as I was unsure of the validity of my 
interventions. The anxieties around the question of whether I am ‘doing it right’ rose in the 
same manner as they did during the first year and in coimection to the Person-Centred 
approach.
Delving into the theory and understanding it more however, helped me enormously 
with my client work. As time went by, I felt more comfortable working with the 
transference/countertransference (e.g. Storr, 1980), the move between the ‘here and now’ 
and the ‘there and then’ (Joseph, 2008) and the silences. A good example of working with 
the transference and the connection between the past and the present was my work with 
Mrs. Green. She was a 29 year old woman who was initially assessed for psychotherapy 
due to a long history of depression. Not long after, her psychiatrist diagnosed her with 
Bipolar Disorder.
Mrs. Green grew up with her psychologically and physically absent father and was 
married to an abusive husband. She also had an affair with a man who left her when she 
found the strength to voice her feelings for him. During the sessions, we were able to 
identify the symbolic place that ‘men’ occupied in her life as abusers, untrustworthy and 
abandoning. We brought this into the room and discussed the transferential feelings around 
seeing a male therapist. Making this explicit seemed to facilitate the emergence of long 
repressed emotions, in a ‘here and now’ context. A few sessions later, she stopped coming 
to therapy and asked to see a female therapist. My supervisor and I saw this as a positive 
step since Mrs. Green had reported a long history of repressing her needs. Furthermore, in 
the assessment sessions she was asked whether she would prefer to see a female therapist 
and she reported that she did not mind. This voicing of her preference was seen as step 
forward, since she seemed to be coming more in touch with painful feelings and 
experiences. Even though, it might have been more beneficial if she was able to stay with 
these feelings in the relationship with me in order to have a more complete and hopefully
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reparative experience with a man, my supervisor and I recognized the level of the anxiety 
that this brought for her and that maybe this was enough for her at that time. Furthermore, 
we wondered whether she held the fear of me abandoning her and perhaps she chose to 
abandon me first. She continued seeing a female psychotherapist. This could be a 
reparative experience in itself, since Mrs. Green was able to express her needs without 
being ‘punished’ or ‘abandoned’.
Other than the issues around working with transference and with the ‘here and now’ in 
connection to ‘there and then’, theory also helped me grasp the pivotal meaning of 
boundaries in therapy and the role of the container (Bion, 1959). It was a challenge for me 
to be firm on boundaries in terms of time keeping and there were times when I first came 
in touch with psychodynamic theory, that this sometimes felt punitive rather than 
containing. However, the lectures at University and my clinical work helped me 
enormously to see this in a different light At the end of the year, I came to feel that not 
only had I understood the significance of boundaries from a psychodynamic viewpoint, but 
I had also found myself to be an eager supporter of the approach, at least on this matter.
My experience with Mr Green played an important role in this. He presented with 
depression, low self-esteem and lack of confidence and I saw him for approximately seven 
months. Mr Green seemed to portray an ambivalent insecure attachment style (Ainsworth, 
Blehar, Waters & Wall, 1978). He engaged in therapy well and never missed a session 
without letting me know. However, he was arriving for the sessions approximately fifteen 
minutes late. He also reported that he was always late ten to fifteen minutes for work and 
that he compensated by staying longer in the afternoons. We identified this and explored it 
repeatedly. In connection to his attachment style, he reported that this might be a way to 
communicate that he does not "need me that much". This pattern remained and I struggled 
with my own emotions around it.
Approximately five sessions before the end of therapy, Mr Green arrived for therapy 
almost 45 minutes late. He had called the secretary earlier and informed me that he was 
going to be late but not so late. I remember sitting on my chair feeling quite angry and 
frustrated. I was trying to reflect on my feelings, interpret the situation and the meaning 
behind it. I was thinking about transference and countertransference and attachment styles, 
as this was one of the main focuses of our work. However, my emotional reaction was 
quite intense and no interpretation seemed to ‘fit’ with my experience. I wanted to tell him 
to be on time for the next sessions but I was struggling with this, as it felt quite punitive
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and directive. I was also unsure whether this was my need and not in the client’s interest. 
However, I then thought about my countertransference of a ‘good enough’ parent 
(Winnicott, 1964) and my responsibility of keeping the boundaries. If I was not the one to 
create and support the solidness of the boundaries and the safety they create within the 
above transferential relationship, then who would? When Mr Green came, I saw him for 
five minutes and ended the session on time. I also told him that I would like him to come 
on time for the remaining sessions and that this would provide us with the most time 
available to continue our work. Mr Green came on time the following week. He sat down 
looking quite upset. I noticed it and asked. He was then able to express his anger towards 
me for asking him to come on time and well repressed and distressing feelings came to the 
surface. He then collapsed into tears saying that I was the first person in his life who had 
asked him to be on time and that showed him how much I cared. I will never forget this 
moment. Mr Green seemed to have been able to show his emotions in the therapeutic 
relationship without it being destroying or me retaliating and I was able to use my intuition 
and my feelings in connection to the theory around containing (Bion, 1959) and the role of 
boundaries in the therapeutic relationship (e.g. Gabbard & Lester, 1995). Furthermore, 
both of us ‘surviving’ Mr Green’s distressing feelings may have offered him a reparative 
experience that he never had in the past.
At the end of the second year of my studies, I felt that I had learned so much and that I 
was a different therapist than I was a year earlier. From being skeptical initially, 
psychodynamic thinking had won my respect and up to a level, my heart. It provided me 
with the courage and the ways to look at and work with both ‘eros’ and ‘thanatos’ (Freud, 
1962) and contain the polarities of the human psyche. It addresses the rather existential 
realization of the depressive position (Klein, 1952), that ‘good’ and ‘bad’ co-exist, and has 
the valor to discuss this ‘depressive’ state as healthy development within a culture that 
strives for ‘treatments’, ‘well being’ and ‘happiness’. This made the transition to the 
Cognitive Behavioural Approach quite challenging.
Cognitive Behavioural Therapy. A different world
Having had an extremely fruitful and insightful experience with the psychodynamic 
approach, I entered the CBT world with much reluctance and resistance. Whereas in the 
case of psychodynamic theory my suspicion was transformed to excitement to embrace 
and explore the model in depth, in the case of CBT, I found this to be an effort. How could
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short-term therapy work? How would unconscious drives and feelings emerge within the 
relationship? How can such a therapy be a reparative experience? What a simple way to 
understand human distress!
Within this mindset and the palette of emotions that were emerging full of rather dark 
colours, my work and interest in social constructivism seemed to make things worse. Yes, 
psychodynamic and person-centred theories are discourses such as CBT but they are not as 
simple, they are not as positivistic and scientific. In my mind, CBT was trying to simplify, 
organize and quantify human distress and then ‘fix’ the problem in a rather medical 
manner that pathologizes the individual. Furthermore, social constructivism and my 
research made me acquire a different view on the validity of ‘evidence’ and the social 
constructions that it implies.
In terms of practice, I initially found myself feeling quite uncomfortable with my role 
as a therapist within the CBT paradigm. It felt as if I held the knowledge of what was 
‘wrong’ with the client and how to ‘treat’ it. Whenever I raised these arguments people 
would talk about the collaborative nature of CBT and the meaning of the therapeutic 
relationship. Nevertheless, I found myself ‘teaching’ various models to clients and striving 
for change on a cognitive and behavioural level rather than facilitating exploration and 
processing. This was reinforced by my experience of co-facilitating a ‘Psychological Skills 
Workshop’ the nature of which was rather to teach and practice cognitive and behavioural 
techniques with clients. I felt frustrated and it seemed that I was reluctant to leave the 
psychodynamic world. Moreover, my experiences from my personal therapy were 
different from what I thought, at that point, therapy was like within the CBT paradigm. In 
my personal therapy, I was provided with the space to explore, understand and process the 
plurality of myself and I grew to embrace my emotional experiences rather than working 
towards challenging and changing my cognitions.
As time went by and my experiences were becoming richer, the scenery changed. First 
of all, I found a way to implement my personal style and the skills that I had acquired thus 
far in the sessions. In the early days of my CBT practice, I was trying to apply the model 
‘correctly’ and I was struggling to stay with the ‘agenda’ and tick all the boxes that I had 
in mind and that had been agreed with the client. There were so many ways that the 
sessions could go and so many questions that were popping into my mind but I strictly 
stayed with ‘the plan’ and repressed my intuitive understanding and my emotional 
attunement to the client. However, this changed quite quickly with the help of my
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supervisors and my determination to deal with this rather inflexible and prescriptive way 
of applying CBT. I started using the therapeutic skills and being myself more in the 
sessions. Later in the year, I felt more able to collaboratively set the agenda and follow it 
by using what the client was bringing in the room and without it feeling too directive or 
artificial.
Secondly, I found great value in formulating the client’s difficulties collaboratively 
with them, in the room. Everything was in the open and together we were trying to make 
sense and formulate the client’s current experiences. The formulation was always on the 
table and we would often visit it to add or remove pieces of the puzzle and discuss how the 
focus of the session was connected to the formulation and how it made sense. Thirdly, the 
therapy aims were decided collaboratively, based on the formulation, and were reviewed 
and monitored during the sessions.
Fourthly, I had the chance to experience the validity of short-term therapy. At a 
Specialist Psychological Therapies Service I was seeing a forty three year old man that 
was presenting with a long history of depression. My expectations of the efficacy of the 
CBT model in his case were quite low. I was basing my assumptions on my knowledge of 
the literature around male depression (Fronimos & Brown, 2010) and wondered whether 
long-term work would be more beneficial. As it turned out, the client engaged very well 
with the model and therapy. The work focused on identifying and challenging negative 
thoughts and eventually beliefs, and towards changing his activity patterns in order to 
bring balance between pleasure and achievement (Beck, 1995). I saw him for twelve 
sessions. At the end of therapy, the client reported feeling less depressed, he was able to 
implement pleasurable activities into his day and his sleeping patterns improved. The 
change in his mood was reflected on the familial system and his relationship with his wife, 
and family therapy was discussed.
Another year had gone by and for the third time I was a different therapist from the 
one I had been a year before. At the end, I came to develop quite a solid understanding of 
three main therapeutic models and had experienced their applications and benefits in my 
client work. From there, I now feel more able to incorporate, combine, exclude and 
critique the above knowledge and experiences in order to mould my identity as a 
counselling psychologist.
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Who am I in all of this? My identify as a counselling psychologist
I started this paper by sharing my decision to start from the ‘here and now’ and while 
this was a solid decision in regards to the structure of the paper, I found myself 
reminiscing and going through the past before discussing the present. So be it. Discussing 
the present now fits well with the flow of my thoughts and reflects the process of writing. I 
will not change my introduction either.
So who am I in all of the above and many, many other experiences and memories that 
I have not mentioned due to the confinements of this paper? An even better question 
would be, do I know who am I in all of this? I guess the honest answer is that sometimes I 
know more than other times. I am a counselling psychologist to be. I am someone who is 
able to see the benefits of distinct therapeutic models, who has managed to overcome his 
fears and anxieties and tried his best to be with the client in the room, to listen, to think, to 
relate, to feel, to inteipret and to give homework. I am someone who lately finds himself 
seeing discourses and social constructions eveiywhere and has to remind himself that a 
social construction feels as real as ‘reality’ does to the realist. I am someone who at times 
feels he knows nothing but becomes aware of not knowing and reflects on the meaning. I 
am someone who at times feels incapable of helping a client, at other times he just listens 
as much as possible while at other times he feels frustrated and wants to do something. 
Sometimes I reflect on this, sometimes I am overwhelmed by the emotions, other times I 
act and then reflect on having acted.
I hope that I will bring pluralism (McAteer, 2010) in my practice and become an 
integrative professional who can use the models that he has practiced and studied, 
according to the client, the therapeutic relationship, the goals of therapy, the formulation, 
his intuition and emotional reactions, gender issues, social and cultural issues and the 
social and institutional context of therapy, just to name a few. Obviously integration is a 
word with much theoretical and philosophical ambiguity (Draghi-Lorenz, 2010). Forme, 
integration is about holding on to Rogers’ conditions, keeping clear and nonnegotiable 
boundaries to preserve the safety of the relationship, while moving into challenging and 
questioning cognitions and assumptions within this context. Integration is thinking about 
unconscious processes, transference and countertransference issues but also trusting the 
clients’ capacity to strive and actualize. Integration is about asking the client to 
collaboratively bring understanding to her/his issues and set goals for therapy but also to 
be mindful of attachment styles and defense mechanisms. And most importantly, all these
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should be happening within a good therapeutic relationship and with consideration to the 
entirety of all the aspects of the individual’s world (Owen, 2010). I am certain that I have 
not fully achieved this yet and maybe never will, but this is how I envisage my practice 
and my identity as a counselling psychologist.
As this paper has to come to an end, I read what I have written and think of what I 
have not. I feel frustrated for the things I have left out and realize that I cannot condense 
my journey of becoming a Counselling Psychologist in any paper. I am aware that if I had 
to write it from the start, the paper might have been quite different. However, I know that 
writing it was a process of introspection, reminiscing and experiencing moving emotional 
reactions. I will end here, exactly from where I started.
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RESEARCH DOSSIER
67
Introduction to the research dossier
The research dossier comprises of the three research projects that I completed as part 
of this Doctorate. The first is a literature review on gender differences in depression 
and male depression. The second research project is entitled ‘Doing depression: Male 
clients in the psychotherapeutic encounter’ and explores the construction of male 
depression within the psychotherapeutic session. The third report is entitled ‘The 
construction of depression and institutional practices: A Discourse Analysis’ and 
focuses on the construction of depression in contemporary published papers and on 
the institutional purposes that these constructions serve. At the end, a copy of a 
published paper that emerged from the above literature review is provided.
6 8
Year 1 research report-literature review:
Critical review of gender differences in depression and male depression
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Abstract
This paper presents a critical and analytic over view of the literature on gender 
differences in depression in general and male depression in particular. Literature and 
research on the definition and nature of depression are presented first. Gender differences 
in depression are discussed under three major categories: genetic, social and 
psychological. The discussion on gender differences in depression is used to reflect on the 
nature of male depression. A critical discussion of the literature presented is provided as 
well as suggestions for further research.
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Introduction
If someone enters a libraiy or browses the internet for books and articles on 
depression s/he wül very quickly realize that there is a vast amount of work on this 
widespread human experience. According to Leader (2008, p. 11), "Depression today is 
everywhere. GP's diagnose it, celebrities reveal they suffer from it, children are given 
prescriptions for it, media articles debate it, soap opera characters wrestle with it". It is of 
no surprise that "Depression is sometimes called the common cold of mental health" 
(Harvard Mental Health Letter, 2006, p. 1). We can all recall times when we confessed 
being 'down in the dumps', having 'low mood', being 'fed up', feeling 'down' or 'having the 
blues'. We have heard our friends and family use these terms, and read about them in 
magazines and books. According to Rowe (2003, p. vii) "Depression is as old as the 
human race, and rare is the person who has not felt its touch." In this paper, views on the 
nature and definition of depression, gender differences in depression, and the unique 
nature of male depression are critically reviewed. A discussion of the literature is also 
provided at the end.
What is Depression?
Although depression seems to be quite a common human experience the first 
written description we know of depression, presented at the time as melancholia, is by the 
Greek physician Hippocrates in the fourth century B. C. (Becker, 1974; Gilbert, 1992; 
Wolpert, 1999). Since then, melancholia and later depression (Meyer, as cited in Becker, 
1974) have been occupying many writers and researchers' minds and many people were 
and still are, struggling with this condition. According to Mathers and Loncar (2006, p. 
2022) "By 2030, the three leading causes of burden of disease will be HIV/AIDS, 
depression, and ischaemic heart disease in the baseline and pessimistic scenarios" and 
according to the World Health Organization, by 2010 depression will be the single largest 
public health problem after heart disease (Leader, 2008, p. 13).
But does feeling low means that someone is depressed? According to Rowe 
(2003) the difference is that when someone is depressed, support and compassion cannot 
bring any comfort and in addition, lead to self-punishing and self-reproach. Gilbert (1992)
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classifies the depressive symptoms in four different areas of human functioning: 
motivation, emotion, cognition and biology and Rowe (2003, p. 17) sees depression as a 
self constructed prison made of a complicated network of opinions, that we have of our 
self, others and life in general:
"Hold as if they were Real, Absolute and Immutable Truths the six following 
opinions.
1. No matter how good and acceptable I appear to be, I  am really bad, evil, valueless, 
unacceptable to myself and other people.
2. Other people are such that I must fear, hate and envy them.
3. Life is terrible and death is worse.
4. Only bad things happened to me in the past and only bad things will happen to me 
in the fiiture.
5. It is wrong to get angry.
6. I must never forgive anyone, least of all myself."
Opposing the above \dews Leader (2008) argues that depression as a biological 
disease is clinically and culturally constructed and mourning and melancholia are the 
actual states or experiences that 'depressed' people go through. Depression is connected to 
loss which is not restricted only to death or separation, but might involve circumstances, 
ideas, objects and in general, a certain way of being. Describing the difference between 
mourning and melancholia Leader (2008, p. 8) writes "In mourning, we grieve the dead; 
in melancholia, we die with them" and proposes that depression could be understood as 
the outcome of societal changes. According to Leader (p. 12), "The rise of market-driven 
economies creates a breakdown of social support mechanisms and of the sense of 
community" and there is a need of refi*aming the term depression fi*om it's current form.
Stoppard (2000) describes two main ways that depression can be understood. 
Depression can be a category of a mood disorder or could be understood as a continuum 
or a dimension, which is linked with the severity of the depressive state. The former 
seems to be supported by mental health professionals, at least in Northern America, and
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the latter is considered to measure "dysphoria" (a subjective experience characterized by a 
sense of psychological distress or discomfort), rather than depression (Stoppard, 2000). 
What is remarkable though and in need of being highlighted, is that at the end of the day 
"knowledge about depression rests ultimately on what people tell mental health 
professionals or researchers, about how they are feeling and acting, and on how they are 
observed to act by others" (Stoppard, 2000, p. 9).
Thus, defining depression might just mean to gather subjective human 
experiences, organize them into clusters and then finding a way to measure them. This 
would be a very positivistic approach to studying depression and, arguably, a sure way to 
lose the actual subjective experience of the individual through this procedure. According 
to Winokur (1997 p. 97) "Major depressive disorder is not a disease. It is a syndrome" 
due to the plurality of different causes leading to the same group of symptoms.
A clearer view on defining depression is given in the woric of McPherson and 
Armstrong (2006) on the role of social determinants of diagnostic labels in depression. 
Following the term and it's many different sub-type labels, for example major/minor, 
atypical, reactive, refractory, endogenous/exogenous depression, they were able to 
identify possible reasons for the vast amount of sub-types in depression, their appearance 
and dismissiveness at certain times and the dominance of others throughout the years. 
They concluded (p. 57) :
"Whatever its exact origins, however, it is clear that the term 'depression' used as a 
medical label to describe mood and mental health, especially in the context of the 
'neuroses', is a Western twentieth-centuiy phenomenon (Armstrong, 1980). In 
other words, the use of the diagnostic label of depression is historically and 
culturally located in very recent times. Furthermore, the proliferation of sub-types 
of depression also reflects contemporary social events and processes."
What can be concluded fi*om the plethora of different views on the definition and 
nature of depression is that there is no actual agreement. Different approaches, different 
models, produce different knowledge. Basic epistemological and philosophical
73
perspectives seem to overtake attempts to defining depression. Is it an illness, a social 
construct or a different experiential experience for everyone depending on the meaning 
each person attributes toit? As fruitful as this dialogue between approaches and views 
seem, it is of great importance to acknowledge the role the research plays on studying 
depression and how this can be used towards the clients' interest. For a counselling 
psychologist this consists of both an advantage and a challenge. Being aware of many 
models and different approaches, provides the means and the confidence to combine and 
use parts from different theories according to the client’s needs. However, holding 
different thoughts and understandings can also be confiising and needs delicate handling.
Gender differences in depression
Among these different ways to define depression within the plurality of 
approaches, a respectable amount of research has been devoted to gender differences in 
depression. The results so far, seem to favour the view that women are more inclined to 
suffer from depression or report depressive symptoms (Weissman & Klerman 1977). 
Even though there is a substantial amount of research that supports the artefactual nature 
of the gender differences in depression (e.g. Bromet, Dunn, & Connell, 1986; Coryell, 
Endicott, & Keller, 1992; Newmann, 1984; Vredenbuig, Krames, & Flett, 1986), female 
pervasiveness in depression is well known (e.g. Billings & Moos, 1985; Nazroo, 
Edwards, & Brown, 1997; Piccinelli & Wilkinson, 2000; Radloff & Rae, 1979; 
Weissman, & Klerman, 1985). Further, according to Weissman and Klerman (1977) the 
prevalence of depression in women has been evident in all countries and over all time 
periods with very few exceptions. Cohran andRabinowitz (2000, p. 13) support that 
"approximately twice as many women as men suffer from depression. This appears to be 
the case for major depressive episode, major depression, and, to a slightly lesser extent, 
dysthymia". According to Magovcecic and Addis (2008, p. 117)
"Although, studies indicate that there are no overall sex differences in depressive 
symptom presentation, severity, mean number of symptoms, duration, or 
prevalence of a single depressive episode (Hildebrandt, Stage, & Kragh-
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Soerensen, 2003), some research reveals that qualitative differences do emerge 
when specific depressive symptoms are examined"
With women's prevalence in depression well documented, men seem to suffer 
form other disorders like substance abuse and antisocial personality more than women 
(Cochran & Rabinowitz, 2000). This can be linked with the way depression is manifested 
in males and females and Cohran and Rabinowitz raise the question "how many men who 
might be 'depressed' are manifesting their depression in these categories or through other 
undocumented syndromes" (p. 13)?
Questions like this are shifting research towards more complex, multifactorial 
approaches to investigating depression (McGrath, Keita, Strickland, & Russo, 1990). 
Stoppard (2000 p. 10) argues that this shift "reflects the assumption, held by most of those 
working in this field, that ultimately depression is likely to be explained as arising from 
some combination of individual biological make-up (genes, biochemistiy), psychological 
characteristics (personality traits), and social conditions (circumstances of everyday life)". 
Interestingly, in a review of the aetiology of depression Goldberg (2006, p. 1343) 
identifies "three possible explanations for the female excess in depression: genetic, 
hormonal and social". However, and even though they acknowledge the female 
preponderance in rates of depression, Piccinelli and Wilkinson (2000 p.490) argue that 
"genetic and biological factors and poor social support,[„], have few or no effects in the 
emergence of gender differences" and present adverse experiences in childhood, mood 
disorders in childhood and adolescence, coping skills, vulnerability to adverse life events 
and sociocultural roles as likely relevant to gender differences in depression.
In conclusion, what should be acknowledged is the plurality of factors identified 
to play a role on gender differences in depression. The classification between biological, 
sociological and psychological can serve only as a way to organize and make them 
evident, while their constant co-existence and co-influence should be indisputable. These 
perspectives will therefore be given closer attention below.
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Genetic and hormonal factors
There is a respectable amount of research behind the genetic explanation and the 
role of hormones in depression and in gender differences in particular (e.g. Ehrhardt,
1985; Seeman 1997; Sevy, Mendlewicz, & Mendelbaum, 1995; Staley et al. 2006; 
Winokur, 1997). Research carried out with 3790 twins, found that the heritability of 
liability to major depression was the same between men and women, and "equal to 39% 
while the remaining 61% of the variance in liability was due to individual-specific 
environment" (Kendler & Prescott, 1999 p.39). Genetic studies have found higher 
comorbidity of unipolar depression and alcoholism in men (Komstein et al., 1996). 
Furthermore, Hanna and Grant (1997) have found that men with alcohol use disorders 
display higher comoibidity of concurrent or secondary depression compared with women 
but point out that overall they have failed to acquire gender differences on the 
comorbidity between alcoholism and major depression and raise the issue of the role 
traditional gender bias might play in comorbid patients. Staley et al. (2006) have found a 
difference in the decrease of the 5-HTT availability in the diencephalon between 
depressed women and depressed men.
In addition, and also in the field of genetics. The X-chromosome transition 
hypothesis has been used to explain gender differences in depression (Mendlewicz & 
Fleiss, as cited in World Psychiatric Association, 1994, p. 4) but it has not been supported 
by research (Goldin & Gershon, 1983). Commenting on the genetic factors that might 
play a role in the gender differences in depression, Goldberg (2006 p. 1343) writes: 
"However, it is not necessarily true that different genes are responsible in men and 
women- it is possible that some factors in females enhance gene expression".
Changes in women’s mood during the premenstrual and the postpartum period 
indicate a possible hormonal aetiology of mood disorders. For example. Oestrogen can 
make women vulnerable to stress "perhaps through gluococorticoid-induced neuronal 
toxicity" (Seeman, as cited in Goldberg, 2006 p. 1343). Furthermore, other sex hormones 
in combination with social factors, may play a role in gender differences in depression. 
For example, women's tendency towards relating and caring (Gilligan, 1982; Miller, 
1987), women's higher need for close relating with their own sex and the tendency to
76
attribute their drawbacks to environmental factors (Goldberg, 2000) might be explained 
by underlying hormonal functions. According to Cyranowski, Frank, Young, and Shear 
(as cited in Goldberg, 2006 p. 1344):
"Sex hormones- especially oxytocin- differentially heighten afBliative need, and 
when this accompanies normal adolescent difficulties with transitions within peer 
groups or dyadic friendships, in the presence of disappointing events this leads to 
depression".
Furthermore, Weiss, Longhurst, and Mazure (1999, p. 825) pointed out that the 
hypothalamic-pituitary- adrenal axis seems to be more sensitive to stress in females than 
in males, possibly due to the modulating role of gonadal hormones. Nevertheless, 
"Although disorders of this axis are more common in females than in males, they can 
hardly account for the observed gender differences in depression" (Piccinelli &
Wilkinson, 2000 p. 490). In general, Nolen-Hoeksema (1990) questions the role of female 
hormones in women's prevalence in depression and concludes that there is no consistent 
compelling evidence towards this direction.
The research on the hormonal role in depression, though, is not restricted to 
female hormones. The role of the male sex hormone androgen has been broadly 
researched (e.g. Baron-Cohen, 2002; Gooren, 2007; Kanayama, Amiaz, Seidman, &
Pope, 2007; Stembach, 1998; Tanner, 1989; Vermeersch, T'Sjoen, Kaufman, & Vincke, 
2008). Researchers here seem to emphasize the role that androgen plays in fetal 
development It is the presence or the absence of androgen that determines the 
development of a male or a female brain (Cochran & Rabinowitz, 2000; Goldberg, 2000) 
and thus it might be partly responsible for the gender differences in depression. 
Furthermore, it is not only during the gestation period that androgen is important; "after 
birth, the function of the male sex hormones is relatively subtle until around age 10" 
(Cochran & Rabinowitz, 2000 p.29). Connellan, Baron-Cohen, Wheelwright, Batki, and 
Ahluwalia (2001) have found gender differences in facial expression of neonates a few 
hours after the birth and Baron-Cohen (as cited in Goldberg, 2006) connects this with the
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females' tendency to empathize and males' tendency to systematize.
The male sex hormone testosterone has also been gathering a lot of attention in the 
research on depression (e.g. Araujo, Durante, Feldman, Goldstein, & McKinlay, 1998; 
Perry et al., 2002; Rubin, Poland & Lesser, 1989; Seidman, & Roose, 2006; Stembach,
1998). Testosterone is responsible for the development of male characteristic such as tone 
of voice and facial hair and the development of secondary sexual male characteristics and 
it has been argued that since "the persistent sex differences in rates of depression emerge 
with puberty and adolescence, testosterone certainly could be implicated in this 
phenomenon as it pertains to young men" (Cochran & Rabinowitz, 2000 p. 30). Stembach 
(1998) and Steiger, von Bardeleben, Wiedemaim, and Holsboer (1991) have found some 
relation between testosterone and depression but the link seems to be indirect and 
limitations such as small number of participants and defining depression are evident. 
Overall, the results on the role of testosterone in depression seem contradicting with much 
research in favour and against this hypothesis. As a result, the efficacy of a testosterone 
related treatment of depression should be considered with caution (Cochran &
Rabinovritz, 2000).
Linked with the biologically based theories of depression, is the vast amount of 
research on antidepressant medication. Looking at gender differences from the view of 
psychopharmacology, "studies that examine the efficacy of psychopharmacologjcal 
treatments for depression indicate that men, as well as women, respond well to all classes 
of dmgs" (Cochran & Rabinowitz, 2000 p. 116). Nevertheless, it is well documented that 
one of the common side effects of antidepressant medication is reduce libido and erectile 
dysfunction in men (e.g. Cochran & Rabinowitz, 2000; Pesce, Seidman, & Roose, 2002; 
Rowe 2003). This might constitute a gender difference in experiencing depression, since 
sexual activity and function do play a significant role on a man's self conception of being 
strong and masculine. Data from the National Health, and Social Life Survey (as cited in 
Pesce et al. 2002 p. 282) show that "erectile dysfimction was associated with low physical 
satisfaction, low emotional satisfaction and low general happiness".
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Social factors
According to Piccinelli and Wilkinson (2000, p. 488) "data collected across 
different countries and cultural groups, indicates that social roles and cultural influences 
contribute to a female preponderance in depression rates" and they conclude, "findings 
suggest that biological sex represents a useful starting approach in research on gender 
differences in depression, provided that the observed differences are then related to 
sociocultural roles and norms by considering an individual’s multiple social identities 
within his or her current and biographical contexts". Being quite valiant, Nazroo et al. 
(1997, p. 16) argue that the specificity of the effect that gender-based division of domestic 
labour has on depression, "suggests that biological factors may well prove of little value 
in explaining gender differences in rates of depression".
Quite many social factors have emerged from the research on gender differences 
in depression. Girls seem to suffer sexual abuse more often than boys and this makes 
them more sensitive to later stressfiil life events (Goldberg, 2006), and according to Bond 
Carlin, Thomas, Rubin, and Patton (as cited in Goldberg, 2006, p. 1344) victimization 
and bullying is strongly related to later depression only in girls. However, considering the 
views on the gender difference in the manifestation of depression (e.g. Cochran & 
Rabinowitz, 2000; Real, 1997) and the research on violence such as on the school 
shootings (Leary, Kowalski, Smith, & Phillips, 2003), bullying and victimization 
especially during childhood and adolescence, can lead to depressive outcomes in men as 
well. Discussing the impact of life events on gender differences in depression, Piccinelli 
and Wilkinson (2000) question the clarity of the evidence in favour of women’s higher 
vulnerability towards stressful life events but they acknowledge a possible gender 
difference on the "quality of experience associated with life events" (p. 488). Overall, 
according to Bebbington (1996), although adversities were more common in women, 
such experiences have not been found to account entirely for their h i^ e r  frequency of 
minor affective disorders.
Furthermore, and at a rather descriptive level, it seems that young girls form closer 
relationships with peers, they are encouraged to share their feelings more and generally 
display a more affiliative style of relating in comparison with boys (Gilligan, 1982;
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Goldberg, 2006; Real, 1997). Even though theorists agree on the more affiliative style of 
women's relating, there seems to be a plethora of different views and explanations on its 
aetiology. Real (1997) believes that this is a part of women's gender role learning from 
parents, teachers and society, while Stoppard (2000) supports that gender as an individual 
characteristic has symbolic aspects within the discursive domain and points out that 
cultural discourses construct die nature of femininity in such a way that a 'good' woman is 
"someone whose activities ideally are oriented around relationships and caring for others" 
(Bordo, 1993; Jack 1991; Ussher, as cited in Stoppard, 2000 p. 18). Nolen-Hoeksema 
(1987; Nolen-Hoeksema as cited in Nolen-Hoeksema & Larson, 1999) in accordance with 
feminist theories, focuses on women's lack of social power to explain women's tendency 
to ruminate when distressed, passively and repetitively focusing on one's symptoms of 
distress. It is suggested, therefore, that what seems as affiliative, caring, emotional way of 
women's relating can be a try for controlling a patriarchal context where women have 
lower social and economic status. However, Miller (1987) supports that women's focus 
on the relationship is due to the unique nature of the mother-infant bond and the 
subsequent identification with the mother that encourages the relationship as central to 
experience, and not due to society's expectation. Furthermore, and connecting depression 
with the role of stressful life events, Goldberg (2006 p. 1344) argues that women tend to 
develop close one-to-one relationships and "compared to males females throughout 
childhood and adolescence are more exposed to intercurrent disappointing experiences 
than are boys within their framework. This suggests that females are more exposed 
overall to one of the risks for emotional disorders, namely acute disappointments in 
confiding relationships".
Nolen-Hoeksema and Larson (1999) point out that women's lower social status, 
lower occupational and financial status and their 'silencing' of opinions and desires in 
order not to endanger their relationships (Helgenson, 1994; Jack, as cited in Nolen- 
Hoeksema & Larson, 1999) results in losing control over their environment; a state 
similar to Seligman's (1975) learned helplessness theory. However, women seem not only 
to hide their opinions but also to have or believe they have, fewer choices as well. 
Piccinelli and Wilkinson (2000 p. 488) maintain that "Individuals with few overvalued
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goals and/or lacking an intimate sense of perceived choice are at high risk since they are 
left with few alternatives for self-definition and self-evaluation when their main goals are 
threatened. Both of these situations are more likely for females".
Along these lines, other theorists (e.g. Barnett, Brennan & Marshall, 1994;
Crosby, 1982; Stoppard, 2000) have addressed the issue of the double role women are 
called to play as full time workers and full time housewives which raises the risk for 
depression, general distress or burnout (Gove & Tudor, 1973; HobfoU, 1991; McIntosh, 
Keywell, Reifman, & Ellsworth, 1994). Women also seem to be underpaid in comparison 
with men and in western societies they either rely on men or the state to be the main 
source of income (Stoppard, 2000). Moreover, childbearing is mostly a woman's 
responsibility (Stoppard, 2000). According to the Office for National Statistics Social 
Trends report (as cited in Barnett, 2007) nine out of ten single parent families are headed 
by mothers. Furtheimore, Piccinelli and Wilkinson (2000) support that marriage imposes 
gender-specific demands on women and limits the number of social roles that women can 
acquire. It seems that women, after marriage, can either rely their self-esteem on the 
meaning they attribute to the role of the housewife, while at work, women seem to "face 
economic discrimination and job inequality along with role overload and role conflict 
caused by concurrent primary responsibility for household chores and child care" (p.
488). Nazroo et al. (1997) argue that gender differences in social roles and the cost of 
caring which results from the nurturing role females acquire (Kessler & McLeod, 1984), 
are responsible for the gender differences in depression rates. These authors have found 
that problems with children, housing and reproduction were more salient for women and 
depressive episodes were higher in women when Aced with a crisis on these domains. 
Thus, and on the one hand, it is the social role that women seem to hold that explains their 
vulnerability and their sensitivity about household and family issues which lead to higher 
risk of depression. On the other hand, males seem to be more occupied with issues about 
work and finances and seem to under-report crises about children, housing and 
reproduction (Nazroo et al., 1997). Interestingly, in research on alcohol use and 
depression symptoms among employed men and women, Parker, Parker, Harford, and 
Farmer (1987) have found that lower family income is a variable related to depression
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only in men while family disruption and prior marriage have the same impact on both 
genders. Fincham, Beach, Harold, and Osborne (1997, p. 355) have found "significant 
concurrent and lon^tudinal correlations [...] between marital satisfaction and depressive 
symptoms for both husbands and wives" and "enhanced vulnerability to depressive 
symptoms among women in response to declining marital satisfaction".
In favour of the great impact that the above mentioned social constrains against 
women have in gender differences in depression, it has been found that in certain 
societies or cultures where social gender discrimination is unlikely, like among orthodox 
Jews in London (Loewenthal etal., 1995) or the Old Order Amish (Egeland, & Hostetter, 
1983), gender differences in depression are not evident (Piccinelli & Wilkinson, 2000). 
But other studies have produced contradictory results. According to Weich, Sloggett, and 
Lewis (1998) gender differences in depression are not explained by gender differences on 
the type or number of social roles occupied.
The important role that culture plays on the onset of depression and on gender 
differences in depression is evident in research by Takeuchi et al. (1998). Examining 
1747 Chinese American adults living in Los Angeles, they have found that acculturation 
is an important factor that influences the depressive outcome between men and women. In 
particular, when the levels of acculturation (to the American culture) were low there were 
no gender differences, but high acculturation resulted in higher depression rates among 
the women.
Social support seems to appear as another factor that plays a role on gender 
differences in depression. There are scholars that seem to consider fiiendship and family 
networks as important and in general it can be said that social support does enhance 
mental health. According to Sinokki et al. (2009, p.36) "low social support, both at work 
and in private life, is associated with DSM-IV mental disorders, and low social support at 
work is also a risk factor for mental disorders treated with antidepressant medication". In 
terms of gender differences, women's affiliative style of relating seems to increase 
women's need for support networks and the importance they play as a recovery predictor 
or even on the onset of a depressive episode. In a twin study, Kendler, Kuhn, Vittum, 
Prescott, and Riley (2005) have found that women report higher levels of social support
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and are more affected by low levels of social support than their twin brothers. In a study 
on sex differences in depression after widowhood van Grootheest, Beekman, Broese van 
Groenou, andDeeg (1999) have found that widows maintain or find sources of social 
support more easily than widowers. Commenting on the possible reasons, they discuss 
women's different style of relating and forming close meaningful relationships, men's 
social inhibition to admit feelings of weakness or loneliness and Wortman Silver, and 
Kessler’s (as cited in van Grootheest et al., 1999) view that within a marriage, social 
relationships are maintained by the wives. However, Piccinelli and Wilkinson (2000) 
argue against the role of social support in the depressive outcome between men and 
women and claim that social support is equally important for both genders. In addition, 
Zlotnick, Shea, Pilkonis, Eüdn, and Ryan (1996) have found that social support is related 
to the severity of depressive symptoms equally for both genders.
Psychological factors
Apart form the genetic and social factors that have been explored in connection to 
the gender differences in depression, coping styles men and women apply when dealing 
with distress and stressful life events have also been researched. Some researchers 
attribute differences in coping styles between men and women, in personality traits, 
cognitive functions and styles of attribution (Beck, 1976; Brewin & Chris, 1996; 
Hanninen & Aro, 1996; Seligman, 1975). Nolen-Hoeksema (1987,1990) has introduced 
the response style model of depression according to which there are two response styles 
in dealing with mood states: the ruminative response style and the distracting response 
style. Women seem to use the former while men employ the latter when dealing with 
depressive mood. What is interesting is that the description of the ruminative style fits 
well with the traditional description of a depressive disorder; withdrawal from social 
support and instrumental coping, focus on individual shortcomings, individual beliefs and 
a discriminative focus on dysphoric mood and an attempt to explain (Cochran & 
Rabinowitz, 2000). The distraction response style, however, includes acting out, 
sometimes in a dangerous self-destructive way such as reckless driving or alcohol abuse. 
This is highly connected with the way men manifest their depressive mood and seems to
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be one of the main features of male depression.
Furthermore, coping patterns are influenced by culture and it seems that women's 
tendency to focus attention on self-blame, which leads to lower self esteem and higher 
depression (Kaplan, as cited in Cochran & Rabinowitz, 2000), is up to a point culturally 
induced (Cochran & Rabinowitz, 2000). Accordingly, men who culturally 'prefer' more 
action orientated coping styles might benefit from externalizing blame, holding on to 
higher levels of self esteem and being able to utilize problem-solving techniques. But 
opinions seem controversial. On the one hand. Real (1997) points out that men's 
instrumental coping patterns are defenses against depression. On the other hand Clare 
(2000) argues that changes in gender issues brought by the work of feminists and social 
researchers are in men's favour since it  provides the cultural approval to focus more on 
relationship and less on power and possessions. Nevertheless, it could be argued that the 
western capitalistic political system drives women towards a more competitive style of 
living rather than men towards an affiliate style of relating. What seems more possible 
though, is that both the former and the latter are evident and co-exist.
Following from the response style model of depression (Nolen-Hoeksema, 1987, 
1990) researchers have found that the rate of suicide is higher in men even though 
unipolar depression in females is more common (Bjerkeset, Romundstad, & Gunnell, 
2008; Moscicki, 1997). For example, in 2004 American men were four times more likely 
to die from suicide than women (National Center for Health Statistics, 2004). In a sample 
of college students, Langhinrichsen-Rohling, Sanders, Crane, and Monson, (as cited in 
Cochran andRabinowitz, 2000) found that men reported more antisocial and potentially 
suicidal behaviour even though both men and women reported similar depressive 
symptoms. Exploring the additional factors that are associated with the increased suicide 
in men, Cochran and Rabinowitz (2000 p. 146) list various parameters: family history of 
suicide (Moscicki, 1997), isolation from others (Canetto, 1994), poor health (Motto & 
Bostrom, 1997), disruptions in the family environment, like violence, incest, alcohol or 
substance abuse (Brown & Anderson, 1991; Maris, 1997; Moscicki, 1997).
Piccinelli and Wilkinson (2000 p. 489) describe three main characteristics that 
have been attributed to people at risk of depression; "globality (that is, failure is related to
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factors applying across a variety of situations), stability (namely, factors responsible for 
failure is related to factors applying across a variety of situations) and intemality (where 
the individual regards himself or herself as relatively incompetent)". However, even 
though it seems that many scholars argue that females display these factors more than 
men, e.g. rumination, self blame (Nolen-Hoeksema, 1990; Nolen-Hoeksema, & Larson,
1999), Piccinelli and Wilkinson (2000) support that there is no sufficient evidence that 
women display more cognitive characteristics that result to depression related patterns of 
attribution. Overall, it could be concluded that the role of psychological differences in 
depression between men and women should be carefully approached, as the research 
seems contradicting.
Male depression
To date, and as it has been seen, research on gender differences in depression has 
focused on women and their depressive symptoms. It could be argued therefore that in 
trying to explain women's depression, researches have in a way feminized depression. 
Researchers have produced great amounts of articles and books on women's mood 
disorders. This by no means implies that there is no research on male depression, but it 
can be argued, and adopting here a discursive perspective, that research might have 
played a part on the construction of the 'female characteristics' of depression only. This 
argument can be a useful starting point for exploring depression in men as the same mood 
disorder women suffer from, but is often manifested and expressed differently.
To begin with, it is necessary to note that if views on depressive symptoms are 
broaden, women's preponderance in depression rates stops (Smith et al., 2008). As 
Pollack (as cited in Cochran & Rabinowitz, 2000 p. 15) points out "when percentages for 
alcohol abuse, depression and antisocial personality disorder for men and percentages for 
depression and anxiety disorders for women derived from epidemiological surveys are 
combined, the results are very comparable".
The depressive spectrum disease conceptualization (Winocur, 1972, 1979, 1997; 
Winokur, Behar, & Van Valkenburg, 1978) is trying to explain the difference in severity 
of depressive states (e.g. major depression and dysthymia) and is in accordance with the
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various ways depression might be manifested. Winokur and colleagues (as cited in Real, 
1997) in many studies have found that women had a genetic link to depression and men to 
alcoholism. According to spectrum disease classification, there are three subtypes of 
unipolar depression; reactive depression, familial pure depressive disease and depressive 
spectrum disease (Winokur, 1997). The latter "is associated vfith greater emotional 
instability in the person with depression and is more consistently associated with anxiety 
disorders, alcoholism, substance abuse, and personality disorder in relatives" (Cochran & 
Rabinowitz, 2000 p. 34). According to Real (1997 p. 101) Winokuf s research data are 
consistent what is evident from clinical practice; "addictions and depression may not be 
distinct disorders but variants of the same disorder expressed differently along gender 
lines". This conceptualization seems to explain adequately women’s preponderance in 
depression and men’s prevalence in alcoholism and antisocial personality disorder.
The depressive spectrum disease seems to elucidate a minor depressive state in 
men with addictive or antisocial behaviour but according to Real (1997) this consists of a 
covert depressive state in men which by no means is minor. Men display two different 
types of depression, overt and covert (Real, 1997). Overt depression is what would be 
characterized as major depression and it is described by the ’usual’ depressive symptoms 
evident in uni-polar depression. However, covert depression refers to an underlying, 
hidden, depressive state that mostly men suffer from. Other authors, refer to it as 'male 
type' depression (Pollack, 1999), 'masked depression' or label risk-taking behaviours as 
'depressive equivalents' (Brownhill, Wilhelm, Barclay, & Schmied, 2005).
Men's gender role is about being strong, being able to stand the pain and move on 
without expressing any weaknesses. For example, the rock band Jethro Tull describe men 
as the ones "who every day can turn another page" and countless are the examples in 
literature and in cinema that portray this stereotypical view of masculinity. According to 
Cochran andRabinowitz (2000 p. 63) " Masculinity is defined partially by one's ability to 
overcome tragic circumstances without complmning or assuming a victim stance". In his 
writings Jung (1956) supports that the masculine is symbolized by the sun and the hero.
In fairy tales "boys and men are the heros who sacrifice self, who brave danger 'to serve 
and protect'" while women and girls are presented as "dependent, emotional, unable to
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care for themselves" (Real, 1997 p. 163). In neonatal units, girls are spoken to in softer 
tones than boys, they are seen as 'so well-behaved', 'a real flirf, 'waits her turn so nicely', 
while boys are labelled as 'naughty', 'mischievous', 'greedy' (Barden, 2001; Real, 1997). In 
a research with newborns, Condiy and Condry (1976) found that adults would see a 
crying 'girl' as frightened and a crying 'boy' as angry. In both circumstances the baby girl 
or baby boy, was the same child. In a different study, Fivush (1989) found that mothers 
attribute only positive emotions to their daughters while they attribute both positive and 
negative emotions to their sons.
From the literature it can be seen that the way parents treat their boys and girls is 
influenced by the expectations and speculations about his or her needs and state. An 
‘angry boy’ would of course be treated differently from a ‘frightened girl’. Gender 
identity seems to be attributed to children from the first seconds they come into the world 
and this is continued throughout childhood and adolescence. Real (1997) argues that 
behind covert depression lies trauma, either active or passive. Boys have a relational side 
as much as girls have an assertive side. Becoming masculine is quite often about 
depriving boys from their relational capacity. Hanson et al. (2008) have found that boys 
report exposure to some type of violence in their lifetimes more than girls and Real 
(1997) argues that boys learn how to be masculine both through passive and active 
trauma, by diminishing connection to the mother, aspects of the self and others.
According to Mellody, Wells Miller and Miller (1989) there is a distinction 
between 'disempowering abuse' and 'falsely empowering abuse'. The former refers to 
shaming, putting the other into a helpless position while the latter refers to an exaggerated 
boost of someone's self-esteem. Both types of abuses in childhood lead to disorders of 
self-esteem (Mellody et al., 1989) and Real (1997) argues that boys are usually not 
subjected to one or the other abuse type but to "alterations between the two". A useful 
example can be drawn from sports. First is first and second is nothing. According to Real 
(1997 p. 166) "we raise boys to live in a world in which they are either winners or losers, 
grandiose or shame filled".
When men are not 'allowed' to express weakness or pain, not only they are 
reluctant to seek help, but the shame is so intense that they might hide their pain even
87
from themselves. This leads to a state where they become emotionally numbed, a state 
which is called alexithymia (Real, 1997). According to Kraemer (2000) on cultural 
expectations of masculinity, shy boys "who don’t talk" become "ashamed of being 
ashamed" (Krugman, as cited in Kraemer, 2000) and try to stop feeling anything, creating 
an invulnerable image of their selves. In some circumstances, covertly depressed men 
seem not just unable to express their feelings but to identify them. This seems to explain 
men's externalizing behaviours like violence, substance abuse, gambling etc. It has been 
argued (Real, 1997) that through these behaviours men actually try to bring back the lost 
feeling rather than trying to 'ease the pain'.
Moreover, Real supports that covertly depressed men display addictive behaviours 
as defence mechanisms against the underlying pain. In particular, men use two different 
ways of "addictive intoxication" that Real calls "merging" and "elevation" (Real, 1997, p. 
63, 64). When men apply merging, the boundaries of the self become looser or even 
vanish. This is evident in substance addictions, bingeing and love addiction where the 
love object becomes a way to soothe hidden, unacknowledged pain. Elevation refers to 
what would be mania in its purest form. In the elevating state, the person has feelings of 
grandiosity and power. While in mania someone needs an external object to trigger the 
grandiose feeling, in elevation the covertly depressed man consumes or does something to 
increase his self-esteem in order to frght depression. Examples of elevation would be 
addiction to gambling and violence, aggressive or dangerous driving. According to Real 
(1997 p. 65) "These two forms of addictive intoxication differ in that merger gives the 
illusion of fusion with a force that is larger than life, while elevation gives the illusion of 
becoming such a force oneself. In many circumstances, when 'merging' does not work 
against the repressed pain, men switch to 'elevation'. Interestingly, Cochran and 
Rabinowitz (2000) present an experienced narcissistic wound in a man's life as a 
precipitating factor for homicidal and suicidal violence.
According to Brownhil et al. (2005) men feel depression in the same way as 
women, but the difference lies on what men 'do' when they are depressed. They argue that 
through risk-taking behaviours, violence, substance abuse, aggression, depressed men are 
employing five coping mechanisms against the hidden pain. They try to "avoid it", men
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tend to forget or not think about problems; "numb it", for example through substance 
abuse; "escape it", maybe spending many hours at work; "hating me, hurting you" 
through either self-abuse or/and anger related behaviours and violence; "stepping over the 
line" for example, committing suicide.
Apparently, it can be concluded that there is respectable evidence that depressed 
men may manifest depression differently than women and quite often they fight against it 
by any means, in order to keep it hidden. This raises serious issues around assessing 
depression in men and providing appropriate help. Do men need different or more 
sensitive assessment processes? Research on gender differences in the depressive 
symptoms profile seems controversial. While Young, Scheftner, Fawcett, and Klerman 
(1990) support that there areuo significant differences on the depressive symptoms 
profile between men and women. Smith et al. (2008) have produced opposite findings and 
conclude that gender differences in the presentation and course of depression are evident. 
The picture becomes more blurred when we include covert or masked depression. 
According to Gumbiner and Flowers (as cited in Cochran & Rabinowitz, 2000 p. 80)
"men may respond differently than women do to certain objective or structured measures 
of depression". Reviewing the literature on the matter Cochran and Rabinowitz (2000 p. 
85) have identified several clinical features associated with depression in men, extremely 
useful for identifying underlying depressive state;
"strain between gender-role expectations and performance (Heifiier, 1997; Good 
& Wood, 1995); assertions of autonomy and interpersonal distance, increased 
conflict and anger in relationships (Frank et aL, 1988; Williamson, 1987); 
withdrawal from and decreases in social contacts (Oliver & Toner, 1990); 
perceived threats to self-esteem and self-respect (narcissistic wounding), 
disappointment in self (Ahnlund & Frodi, 1996); alcohol and other drug abuse and 
dependence (Grant, 1995); inability to cry (Hammen & Padesky, 1977); antisocial, 
narcissistic, and compulsive personality traits (Black et al., 1995; Frank et al., 
1988); decreases in sexual interest but not sexual activity (Nofziger et al., 1993); 
somatic complaints (Hammen & Padesky, 1977); work-related problems and
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conflicts (Vredenbntg etal., 1986); difficulties with concentration and motivation
(MafFeoetal., 1990)".
All the above features seem to be in accordance with the literature on male depression 
and provide an overall description of male depression. Nevertheless, health professionals 
should not stop here. Being aware of the gender issues in depression and according to 
what has been mentioned above, someone who is assessing a man should look for any 
behaviours, beliefs or coping strategies, that could serve as a defense against hidden pain 
or hidden trauma.
Identifying depression in men is extremely important for their well-being. An 
offender might be punished for his crimes but will not be considered as possibly 
depressed. A man that works too much will not be referred for psychological assessment 
but he is often going to be rewarded by employers for his hard work (Brownhill et al.,
2005). Further more, in addition to men's unidentifiable psychological difficulties, men 
display a reluctance to seek help in the first place. Men tend not to express their pain and 
might not share or ignore health concerns in order not to seem week or needy (Kraemer,
2000). Good and Wood (1995) have found that college students are ashamed to seek 
psychological help. Finding ways to bring men closer to available help and creating a safe 
and male friendly way of providing psychological support is one of the major challenges 
in male psychology and in male depression particularly.
The issues around assessing men for depression, and finding ways to help them 
overcome any reluctance or difficulty to ask for help, are highly connected with the 
psychotherapeutic and counselling practice. Counselling psychologists should not only be 
aware of gender issues in depression, especially when assessing men, but should also 
work towards improving men's accessibility to psychological support.
Discussion
Reviewing the different views on the nature and definition of depression and the 
literature on gender differences in depression has provided a solid base to discuss and 
understand the unique nature of male depression. With women's prevalence in depression
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rates evident, it seems that research has been striving to understand the aetiology behind it 
and have in away reproduced the 'feminine' characteristics of this mood disorder. At the 
same time and for over the past twenty years, feminist theorists and researchers have 
brought to the surface the nature of the difficulties and challenges women face nowadays. 
This may have led traditional notions of masculinity and men's self-positioning in society 
being questioned and re-evaluated.
Men were expected to be tough, not to express feelings or any Mnd of weakness 
and this was probably one of the main reasons for their preponderance in acting out 
behaviours, anger, violence or substance abuse. Nowadays, many would argue that men 
have more choices. However, even if this sounds as a step forward, it might consist of a 
problem. Men are facing a transition in their traditional status. They are 'loosing' their 
identity but they do not seem to have something solid, defined to replace it with. In this 
case it seems that men have two choices, struggle to keep the traditional masculine 
identity alive or face the changes and try to move on. But this implies that they have to 
admit weakness and mourn what is lost. Men nowadays might be tom between their old, 
tough, traditional masculine identity and the new, undefined, blurred and multifaceted 
one. Moreover, given that men might move to different directions it deprives them from a 
strong consensus, which was evident in the traditional views of masculinity and could 
support them through the crisis. But what we seem to miss is that changes in society do 
not happen rapidly. Indeed, men’s gender identity has developed and changed in the past 
years, but traditional masculinity is still evident; in the media, in films, in the way we 
raise our children. Psychologists and researchers might be forgetting that 'out there' the 
stereotypes are still strong and now, under threat, they might becoming even stronger. 
This is where the importance of counselling and psychotherapy lies. The psychologist is 
in connection with the clientes views, meanings and fears and can work on this level, in 
connection with what the client experiences as depression, as masculinity, as 'identity 
crisis'.
Further Research/Research Questions
So what is masculinity nowadays? What does it mean for a depressed man to be
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masculine? Does it consist of some kind of a trauma? These questions seem a good 
starting point for further research, in order to understand the uniqueness of male 
depression and the role that masculine identity plays. Qualitative research focusing on the 
idiosyncratic phenomenology of the experience is an extremely helpful tool to get as 
close as possible to understanding how being a man and suffering from depression co­
exist and whether they co-influence each other.
Furthermore, addressing the subject from a wider view, there is a need to explore 
the role research and the discourse around gender differences in depression plays. Is it 
possible that the actual divide between males and females in depression actually feeds the 
differences and strengthens the gap? According to Real (1997) boys are boys and girls are 
girls, they don't have to 'become' boys and gjrls. Does research play a role on the 
construction of the differences? Does it construct the way men and women 'should' feel 
when depressed? Conducting research on such a meta-analytical level would provide a 
great opportunity for researchers to self-reflect on the role they play on the construction 
of 'scientific truth' in depression and gender.
Gender differences and gender identity issues are extremely complicated. The 
situation becomes worse when they are combined with mental health. In terms of 
understanding male depression maybe a good starting point would be Tori Amos's lyrics 
"sometimes I think, I  think I  understand, the fear in a boy, the fitre in man".
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Appendix I
Reflections on the use of self
During my undergraduate studies in Greece I worked as a volunteer psychology 
student in the Centre of Women’s Social Support and in particular on issues regarding 
domestic violence and abused women. During the interview for the position, the 
psychologist asked me why was I interested in domestic violence and in helping abused 
women, since I was a man. This question usually re-appeared in my conversations with 
other colleagues. I was surprised every time. Violence is violence no matter if it is 
towards women, children, immigrants, minorities etc. However, I came to realize that 
within that context, men are the offenders. And it made sense, they were. At that point, I 
remember having difficulties understanding why men would result in violence against 
their partners. I started thinking that there might be something there and rather than 
punishing or rejecting them, we could understand and help them.
Approximately at the same period, a colleague and I, decided to write an essay on 
male depression due to women’s prevalence in depression rates and in general, women’s 
prevalence in admissions to psychiatric clinics in comparison with men’s prevalence in 
being imprisoned. This difference excited our curiosity. I wanted to know more about 
depression and why women prev^edin the diagnosis; where this difference was coming 
from. It was then when I first read Real’s book on male depression. I found it fascinating 
and I could see myself and my understanding of male psychology, in his views. The 
notion of an underiying, hidden depressive state was and still is captivating.
Moreover, working at the National Police Service at the time, I  found myself 
struggling with my role as a police officer, since I felt that I needed to understand 
offenders, see the world through their eyes and try to help them, rather than 'punish' them. 
I remember thinking that men who result in violence or substance abuse might need help 
rather than punishment. They might need support and holding rather than being socially 
marginalized. Now, I realize that there might have been a part of me that wanted to justify 
their behaviour. If someone does something because he is depressed due to his childhood 
experiences and socialization, then he is not to blame, it is circumstances. I realize now,
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that maybe I wanted to misplace blame, to remove people from their agency and their 
responsibility. If this is true, it was an unconscious, underlying process. Nevertheless, 
having written the literature review, it seems that men’s socialization and their 
understanding of masculinity plays an important role on their reactions to psychological 
difficulties and other stressors.
Furthermore, working at the National Police Service from the age of nineteen, 
surely has influenced my socialization as aman. Police officers, maybe more than the 
'average man', need to be strong, need to be able to deal with stressful and emotionally 
charged situations and show no remorse or weakness. When I passed into the Police 
Academy, I remember a relative saying to me that I could never be a good police officer 
because 'I smile too much' and for quite along time I  was trying to look and act 'tough'. 
But no one can pretend for too long. I like to smile and I am sensible enough to feel the 
need to express weaknesses, feelings, worries and thoughts. In the context I was working 
at the time, even though everyone was influenced, most of my colleagues were 'tough 
enough' to hide their 'vulnerability', many resolving to alcohol, others to aggression and 
others to sex.
It was all of the above that led me to my decision, to research gender differences 
in depression and male depression. Women's prevalence in depression and men's in 
violence in combination with my experiences in the Centre for Women's Social Support 
and the Police Service, made me want to research in depth the role of gender in 
depression and men's 'unique' way of manifesting depressive feelings. However, the 
difference now is that I  am holding a more critical stance. My goal is to ask depressed 
men what it is to be a man, what is it to be masculine, and try to get a glimpse of their 
views and experiences. I am also mming to question the very notion of gender differences 
and the role that theoiy has played in the construction of gender differences and women’s 
prevalence in depression. This way I question the very basic notions that lead me to 
research this subject in theflirst place. I  am challenging the theoiy that supports gender 
differences in depression and the distinct nature of male depression. This holds a 
challenge in a personal level as well. From my experience, I came to believe that men 
have a different way of expressing pain, sadness or weakness. Trying to hold on to a more
103
critical view, feels quite challenging and hard, since it needs constant monitoring.
What is extremely interesting as I write these reflection notes, is that I just realized 
that deep down, I  had an idea on what the research questions and aims would be before 
even starting reading for my literature review. Before this moment, I thought and actually 
felt, that one of my anxieties while working on the review, was that I did not know where 
it would lead me and what my further research would be on. It seems now, that my self, 
my beliefs and experiences, have guided the procedure from the beginning. This is where 
my research supervisor was extremely helpful. She reinforced and helped to place in 
context, a more critical view of the issues discussed. The plethora of different views and 
theories on depression and male depression resonated with this critical stance and even 
though it is challenging, it is within a more relativist epistemological context, which is in 
accordance with my personal views on 'scientific truth' and its causes.
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Appendix H 
Journal: The Social Psychological Review
Source: http:/Avww.socialpsvchologvuk.net/sor notes for contributors him!
Notes to Contributors
The Social Psychological Review is the periodical of the Social Psychology Section of 
the British Psychological Society. The periodical has two aims: first, to provide a forum 
for the dissemination of empirical research papers, theoretical work, and reviews on key 
topics and issues of interest to the social psychological community; second, to provide a 
channel for news and information about people, events, and publications that may be of 
interest to social psychologists.
I am particularly interested in receiving submissions fi*om researchers who may have 
recently completed a literature review, for example for the purpose of postgraduate study 
or a grant application. I promise researchers who submit review manuscripts that I will 
seek out respected authorities on the subject of their review to act as referees. To this end, 
I would be grateful if submissions of this type are accompanied by suggestions from the 
author as to appropriate referees for the manuscript, including referees’ contact details. In 
addition, I will ask referees to provide a brief commentary on the review manuscript, for 
publication in Social Psychological Review. In this way, this periodical should promote 
communication and debate within the social psychological community.
All contributions should be submitted as email attachments (PC format) directly to me. In 
addition, one hard copy and one disk copy in their original word processor format should 
be sent to me by post. A camera-ready copy of all illustrations and diagrams should be 
submitted, as well as a disk version if possible.
Original empirical research, hterature reviews, theoretical papers:
Papers should be prepared according to APA guidelines (American Psychological 
Association, 2001). Empirical papers should be no more than 5,000 words in length, and
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reviews and theoretical papers no more than 8,000 words (all word limits exclude tables 
and references; in special cases I may agree to waive word limits).
Research notes, member information, event news and reports, publication reviews 
Contributions under these headings should be prepared with due consideration of APA 
guidelines where appropriate. Research notes and publication reviews should be no longer 
than 1,500 words. Conference reports should be no longer than 2,500 words. Member 
information and event news should be no longer than 500 words.
References
American Psychological Association. (2001). Publication manual of the American 
Psychological Association (5th ed.) Washington, DC: Author.
106
Appendix III
Details of searches used when gathering material
At the beginning of my search on the subject, I  employed rather traditional 
methods. I used the University's Library engine (TaJisPrism) to acquire an overview of 
the material available and then I spent time in the library going through books that would 
be helpful in my research. Having as a base approximately ten books on depression, 
gender differences in depression and male depression, I started searching for articles on 
the subject using the online data base Psychlnfo. For this search not only have I used 
general key words such as: 'depression', 'gender differences AND depression', 'men AND 
depression', 'male depression', but I  also used article titles and authors' names that I have 
already read about in books and articles. In other words, my research was up to some 
point, led by my readings. This is why I believe the most important search was my first 
search on depression, at the library. It allowed me to have access in a great amount of 
books in order to choose, what I  believed were the most relevant and useful sources and 
created a reference guide for my further research. Moreover, using online databases, 
helped me compare the literature in the books I was reading, with the latest research and 
publications on the subject.
Key words: 'Depression', 'Gender differences in depression', 'Male depression'
Words used for the online search: depression', 'unipolar depression', 'gender differences 
AND depression', 'gender differences', 'gender differences in depression', 'gender AND 
depression', 'men AND depression', 'women AND depression', 'male depression'/men', 
'male', 'masculinity', 'single mothers', 'single fathers', 'depression AND affiliate', 
'depression AND assessment', 'men AND assessment', 'mood categorization', 'depression 
AND suicide', 'depression AND testosterone', 'violence', 'x-chromosome',
The three most important searches:
Key word: 'depression'
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Search engine: TalisPrims
Key word: 'Gender differences AND depression’ 
Search engine: Psychlnfo
Key word: 'depression AND male'
Search engine: Psychlnfo
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Year 2 research report:
Doing depression: male clients in the psychotherapeutic encounter
109
Abstract
This paper examines male depression within the therapeutic encounter. Based on 
social constructionism. Conversation Analysis (CA) is employed to illuminate the 
structural resources of interaction that provide accountable actions between therapists 
and male clients diagnosed with depression. Fourteen transcripts of five male clients 
presenting with depression were analyzed. The analysis illustrates how men 
undergoing psychotherapy “do” depression in this interactional setting. It is identified 
how men “resist” within the conversational turns of therapy when faced with 
difficult/distressing feelings and/or when the therapist focuses on the present and in 
the therapeutic relationship itself. In addition, it is identified how men resist by 
'Intellectualizing’ and 'Stoiy telling'. Results are discussed in relation to the usefulness 
of CA in Psychotherapy and Counselling research.
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Introduction
Depression is one of the most prevalent disorders in mental health (Harvard 
Mental Health Letter, 2006). According to the World Health Organization (WHO 
henceforth) by 2020 depression is estimated to climb to the second place in the Global 
Burden of Disease for men and women of all ages (WHO, 2010). However, it has 
been documented that women suffer from depression more than men in a 2:1 ratio 
(Cohran & Rabinowitz, 2000; Piccinelli & Wilkinson, 2000). In view of this state of 
affairs it is considered here that gender needs to be emphasized when studying 
depression. In this study, a brief review of the theoretical basis of depression and male 
depression in particular is offered first. Further, adopting a social constructionist 
perspective, offers a critique of the medicalized view of depression as a disorder and 
emphasizes the social character of psychotherapeutic encounters. Building on this 
social constructionist approach, the analysis presented here situates male depression 
within a conversational analytical approach by analyzing men diagnosed with 
depression in psychotherapeutic encounters.
Depression and Male depression
According to the National Institute for Health and Clinical Excellence (NICE 
henceforth) (2009) depression is a broad and heterogenous disorder. The central 
feature of depression is loss of mood and pleasure in several activities (NICE, 2009). 
The criteria for diagnosing depression are described in the International Classification 
of Diseases (ICD-10) (WHO, 1993) and the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-IV-IR) (APA, 2000). According to the former, depression is 
constructed as 'depressed mood', 'loss of interest or pleasure' and 'decreased energy or 
increased fatiguability' (WHO, 1993). Depression is diagnosed when two of these 
criteria are present usually for at least two weeks.
Within several psychotherapeutic and psychiatric approaches, depression is 
viewed and constructed differently and mostly as a result of internal psychological, 
cognitive and/or genetic and biological processes. Just to name a few, from a 
psychodynamic viewpoint, depression is termed as 'melancholia' and refers to a 
pathogenic reaction to loss which is manifested as an attack to a part of the ego that 
has identified vdth the lost object (Freud, 1917; Leader, 2008). From a cognitive 
behavioural view, depression is understood as the result of enduring negative
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cognitive structures due to early loss (Beck, 1967). Within a similar framework, Rowe 
(2003) views depression as the result of self-constructed thoughts and opinions. From 
a biological approach, there is a respectable amount of research behind the genetic 
explanation and the role of hormones in depression (e.g. Cyranowski, Frank, Young & 
Shear, 2000; Ehrhardt,1985; Seeman, 1997; Sevy, Mendlewicz & Mendelbaum, 1995; 
Staley et al., 2006; Winokur, 1997).
Furthermore, taking into consideration women’s prevalence in depression the 
role of gender in depression has been thoroughly researched (Fronimos & Brown, 
2010). Several reviews indicate that gender differences in depression are examined 
within three major factor categories: genetic, social and psychological (e.g. Goldberg,
2006) which constantly interact and influence each other.
It has been noted however that research on gender differences in depression 
has focused on women's prevalence in depressive disorders and the depressive 
symptoms they present, and to some extend research has tended to reproduce the 
'feminine' characteristics of depression (Fronimos & Brown, 2010). This view is 
further reinforced by the unique nature that male depression has acquired in the 
literature. Referred as covert depression (Real, 1997), 'male type' depression (Pollack, 
1999) or masked depression (Brownhill, Wilhelm, Barclay & Schmied, 2005), it is 
presented as the same mood disorder women suffer from, but is often manifested and 
expressed differently (Real, 1997). Interestingly, it has been found that if views on 
depressive symptoms are broadened, women's preponderance in depression rates stops 
(Smith et al., 2008). For example, according to Pollack (1998), percentages for 
depression and anxiety disorders for women are comparable with percentages for 
alcohol abuse and antisocial personality for men.
Acquiring a more social viewpoint Real (1997) argues that it is the way men 
'learn' to be men and the typical understanding of masculinity that renders them 
estranged from their relational side. It is through trauma that boys' connection to 
mother, to self and others is diminished (Real, 1997). According to Galasinski (2008) 
male depression is strongly connected with the dominant model of masculinity and 
men's experience of depression is informed by society's expectations of what a man 
should be. Men stereotypically are expected to be strong and not express weakness 
(e.g. Cochran & Rabinowitz, 2000).
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Brownhill et al. (2005) attempted to shed l i ^ t  on what men 'do’ when they are 
depressed. They found that men engage in risk-taking behaviour such as violence and 
substance abuse in order to 'avoid it', 'numb it', 'escape it', hurting themselves or others 
for example through violence ('hating me, hurting you') and 'stepping over the line' by 
committing suicide. Equally, research on men's discourses of depression found that 
men view depression as an 'assault on masculinity" which prevents them from doing 
"rather than experiencing moods" (Galasinski, 2008, p. 171).
Although the social sciences often portray the hegemonic form of masculinity 
and the social pressures around it, it has been argued that men are not 'allowed' to 
express their pain and despair (Fronimos & Brown, 2010) and thus are reluctant to 
seek psychological help (Emslie, Ridge, Ziebland & Hunt, 2006; O'Brien, Hunt & 
Hart, 2005) feeling ashamed of their shame (Krugman, 1995). Good and Wood (1995) 
have described this limited emotional expressiveness in men as 'male gender role 
conflict'. However, this social aspect of masculinity and depression, which Betz and 
Fitzgerald, (1993) connect to the role of men's socialization within the therapeutic 
encounter, can also be viewed from a social constructionist perspective.
Male depression: the social construction of depression
Social constructionists have criticized the genetic, social and psychological 
explanations of depression and male depression, as feminizing the research on this 
condition (Fronimos & Brown, 2010) and ignoring the social context of the disorder. 
As mentioned above, in a Western, medicalized setting, depression is viewed as a 
category of a mood disorder (NICE, 2009; Stoppard, 2000). To date, depression has 
been treated with medication, therapy or with a combination of both (NICE, 2009). 
This approach is supported by 'evidence', produced mostly by positivistic research and 
is considered as the most effective intervention available (NICE, 2009).
From a social constructionist frame it is argued that the view of depression as a 
mental health disorder is a constructed category that describes and attempts to deal 
with distress, rather than something that exists in the world naturally (Cooper, 2004; 
Galasinski, 2008; Kirmayer, 2005). Within this context, it is rejected that there is an 
essentialist notion that the world is composed of underlying structures (like 
psychological variables) and that one objective true is awaiting to be discovered by 
researchers. Thus, from a socially constructed perspective, cognitivist and biological
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approaches to depression, within psychology, are challenged (e.g. Gergen, 1989; 
Potter & Wetherell, 1987). The notion that depression is a consequence of a chemical 
imbalance in the brain or that is due merely to a psychological cause, or indeed that it 
is an inevitable consequence of the interaction between the two, is questioned (e.g. 
Stefanis & Stefanis, 2002).
Furthermore, it has been argued that psychiatry's discourses of depression have 
constructed a particular kind of disease, the existence and nature of which is assessed 
by a clinician without taking the patient's experience into consideration (Galasinski, 
2008). The diagnosis of depression itself, is focused on the 'disease' rather than on the 
patient who experiences the symptoms (Kraus, 2003). A socially constructionist 
perspective places the study of depression as a phenomenon that exists in our society. 
That is talked about equally by lay people and professionals and that would benefit 
from a fresh approach which takes into account what actually goes on in therapy, 
when depression is treated in this setting, and what is most usefiil for the therapeutic 
practice. By studying the interactional setting of the psychotherapeutic encounters, 
this paper examines males’ and the therapists' accounts that construct the trajectory of 
the interaction. Thus, the language used and accounts constructed by males with 
depression, may be powerful in determining the way they respond to therapy or, 
indeed, if they respond at all.
Conversation Analysis and Psychotherapy
Acknowledging this perspective and continuing within the social 
constructionist approach, the present research adopted a conversation analytical 
method to analyse transcripts from therapeutic encounters. Conversation Analysis 
(CA henceforth) is an approach emanating from ethnomethodology but still within the 
social constructionist paradigm as they both emphasize the role of language in social 
interaction (Garfinkel, 1967). CA views conversation as part of social action. 
According to Have (1999) conversation is about the action of interactive talk that is 
independent of its purpose. Language is viewed as social interaction (Wooffitt, 2005) 
and 'talk in interaction' (Schegloff, 1987) is considered as achieving specific actions 
that in a tum-by-tum sequence form a methodic social phenomenon. The latter allows 
the speakers to make sense of the world around them (Have, 1999; Madill, 
Widdicombe & Barkham, 2001). The analysis of such a "socially organized
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interaction" (Heritage & Atkinson, 1984, p.l) and the activities involved in a tum-by- 
tum sequence is the aim of CA.
In CA the researcher is looking for sequences within the interaction that carry 
out actions that imply certain identities, roles and relationships for the interactants 
(Have, 1999). According to Madil et al. (2001) this focus on the activity of sequences, 
aims to identify through which communicative skills these social actions are 
accomplished. Furthermore, the sequentiality of the interaction and the way speakers 
choose to perform and design an action through language is central (Have, 1999; 
Madill et al., 2001; Peràkylâ, Antaki, Vehvilâinen & Leudaar, 2008). Within this 
context, CA views the interactants' utterances as designed to relate with previous and 
following ones (Perakyla et al., 2008). This creates adjacently paired utterances where 
the first limits the second to those that can be produced in response to the initial one. 
In further detail, the second part of an adjacent pair can show whether the speaker has 
understood what the aim of the first was, whether s/he is willing to follow that 
(agreement/disagreement), or initiate repair of the first utterance (Schegloff & Sacks, 
1973). Repair refers to the request for clarification or elaboration of the previous 
speaker's utterance. The adjacency of the utterances allows the observation of the 
constmction of joint understanding (Madil et al., 2001). Furthermore, adjacent pairs 
can create pattems that 'expand' (Schegloff, 2007) over a number of utterances 
(Perakyla et al., 2008).
The analysis is data driven (Wooffitt, 2005). There are no pre-selected 
theoretical concepts considered during the analysis (Hester & Eglin, 1997). In CA, 
ethnographic information about the interactants and the context within they converse 
is not drawn. There are two reasons behind this (Wooffitt, 2005). The first has to do 
with the complexity of describing the context. Description of an event, an interaction 
or a situation is something fluid that can be achieved in various ways (Heritage, 1978; 
Schegloff, 1972). The second is about the way CA understands conversation. As it 
was shown above, conversation is considered a social action in its own right, rather 
than a product or a result of the context or the social background (Wooffitt, 2005).
This does not imply that context is irrelevant on the whole. The interactants 
converse in accordance to the way they understand the features of the context and the 
expectations they attribute to it. In terms of institutionalized talk between a 
professional and a client, such as psychotherapy, Perakyla and Vehvilâinen (2003)
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argue that psychotherapists' actions are informed from their theories of their practice. 
However, in CA the analyst does not have to identify or assume what is relevant in 
each circumstance, but rather observe directly the construction of the utterances to 
discover what is relevant to the participants in each context (Wooffitt, 2005). It is the 
participants of a conversation that orient roles, identities, the relational status and the 
circumstance as a result of the interaction (Madil et al., 2001).
The therapeutic encounter is an interaction that mostly manifests within a 
linguistic interaction. Bartesaghi (2009) argues that therapeutic goals in 
psychotherapy are negotiated through conversation and CA has a long history of 
investigating how work in mental health and especially psychotherapy is 
accomplished in practice (Antaki, 2007). According to Perakyla et al. (2008) this kind 
of investigation focuses on the description of the ways change in the client occurs 
within the therapeutic encounter. According to Madill et al. (2001) CA methods and 
its being participant orientated is ideal for researching empirically the 
psychotherapeutic procedure. One of the major contributions of CA on the research of 
psychotherapy is its focus on the sequential nature of actions as the main component 
of the therapeutic process (Perakyla et al., 2008). Thus, conversation analysis seems to 
be a suitable, if not the most suitable, research method to examine how phenomena 
like depression in men are constructed and portrayed within the therapeutic interaction 
in a tum-by-tum sequence of actions.
Aims of the research
Having discussed the unique nature of male depression and men's difficulties 
around expressing feelings and seeking psychological help, it is the aim of the current 
research to explore these issues from a conversation analytic viewpoint. The research 
seeks to emphasize how the interaction between therapists and male clients diagnosed 
with depression, may contribute to the constmction of the affective disorder.
The research question concentrated on how men actually talk about depression. 
To do this, transcripts from psychotherapy encounters were analysed. The research 
question therefore was: How is male depression constructed during the 
psychotherapeutic encounter?
It is envisaged that this research will contribute to both theoiy and practice of 
psychotherapy and counselling. It will further the understanding of how therapists and
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clients construct depression and identities of people diagnosed as depressed. Most 
importantly, it will show how the negotiations of these constructions in therapy 
sessions may facilitate or hinder clients’ constructions of themselves.
Data and method
Fourteen transcripts from psychotiierapy sessions with five male clients 
diagnosed with depression were selected for analysis. The transcripts were extracted 
fi*om a publicly available data base (Counseling and Psychotherapy Client Narratives 
and Reference Works, https://remote.surrey.ac.uk/psyc/lDanaInfo=.aatr9 
ij2Giuo8m0rt79.-yzDW0BA+psyc.index.map.aspx). The data set comprises more 
than two thousand transcripts of psychotherapeutic sessions on a variety of topics and 
different therapeutic approaches. The actual names of the clients presented in this data 
base or any information that could reveal their identity, have been deleted or altered 
by the editors of the data base for confidentiality reasons. The selected transcripts 
were deemed suitable as the most recent.
The initial coding numbers used to describe each client on the online data base 
were sustained. The clients analyzed were: client 401,406,217,212 and 221. To 
search amongst transcripts, two criteria were employed: the first was that the word 
'depression' was contained in the title of the transcript and the second that the word 
'depression' was mentioned anywhere in the transcript. This search produced several 
results. The data was selected in terms of gender (male clients) and so that the 
diagnosis or presenting issues was within the depressive spectrum. In detail. Client 
401 "suffers from and deals with issues of depression, culture, educational anxieties, 
compulsive pattems of behavior, repetitions of past self-sabotaging behaviors, suicidal 
behaviors, relationship conflict stress"; Client 217 "White male in his early fifties 
suffers from dysthimia and recurrent major depression"; Client 221 : "White male in 
his mid-thirties suffers Jfrom recurrent major depression and simple phobias"; Client 
406: "Male client between the ages of 21-30 presents with feelings of inadequacy in 
relationships, depressive disorder, conflict around personal and parental values, and 
conflict around purpose in life"; Client 212: "White male in his late sixties suffers 
from a past major depressive episode". Care was also taken to choose recent 
transcripts to help portray the most current discourses around male depression. As a
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result, the corpus of data range from the year 2006 (clients 401 and 406) to the year 
1996 (client 221).
The number of sessions available in the database for each client are uneven. In 
detail, for client 401 there are two sessions, for client 406 three sessions, for client 217 
five sessions, for client 212 one session and for client 221 three sessions. Overall, 
fourteen session transcripts were analyzed. Information on the sessions' therapeutic 
approaches was not available.
Credibility of the research
In order to ensure the credibility of the research, Yardley's (2000) four key 
dimensions for assessing qualitative methodology, have been taken into consideration. 
Firstly, and in terms of "Sensitivity to Context" (p. 219), relevant literature around the 
'male depression' and CA work in mental health has been thoroughly reviewed. In the 
discussion section, the findings are going to be discussed in connection to previous 
literature and research. In addition, and even though it is not clearly evident on the 
Online Data Base, the social-cultural context in which the data were collected and 
analyzed was taken into consideration. This research is investigating the construction 
of male depression as it was produced by men in a contemporary western context.
Secondly, the research is transparent and coherent as the analysis method and 
the type of the data chosen for the analysis fits well vrith the ethnomethodological and 
constructivist approach and philosophy in social research. The process of data 
collection and analysis is also clearly described. Thirdly, "Rigour" (Yardley, 2000, p. 
221,) was achieved as the data provided the adequate conversational interaction for 
analysis and the guidelines of CA were followed scrupulously. Limitations around 
missing elements from the data will be discussed in the discussion section. Fourthly, it 
is believed that the present research will impact (Yardley, 2000) the way that we 
understand depression in men, as a construct of the interaction between therapist and 
client, but will also provide the former with insight around their role in such a 
construction.
Results
The analysis of the transcripts yielded one main finding: depressed men 
undergoing psychotherapy construct their complaint in terms of resistance. This
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resistance was observed to be expressed against the therapists, when the therapists 
focused on the 'here and now* and/or on distressing, difficult feelings. That is when the 
therapists referred to what was happening in the room at the moment or recent past 
and/or v.ithin the therapeutic relationship.
Resistance has previously been found to be the clients' attempt to prevent the 
therapist's actions and demur in reply to the therapists' utterances, rmsing objections, 
doubts and/or show reluctance (Antaki, 2008). Equally, Vehvilainen (2008, p. 120) 
argues that, resistance, especially on institutionalized interactions, refers to the "non­
aligning responses to turns that present professionals' perspectives to their clients".
In general, from the analysis it was found that therapists asked questions and 
were able to focus on anything the client presented, making various statements about 
the client's state. The clients usually did not ask questions unless to initiate repair. As 
explained above, repair refers to the client's request for clarification or elaboration of 
the therapist's utterance. In addition, clients responded to the therapists' statements in 
various ways. These findings are in accordance and reflect whatBercelli, Rossano and 
Viaro (2008, p. 44) refer to as "uniform asymmetric pattern". Furthermore, the 
therapists in the sessions were attempting to gather as much information as possible 
about the clients' previous histoiy and presenting issues and then focus on specific 
aspects of the clients' circumstances in an attempt to explore these issues further. This 
fits with Perakyla's (1995) quasi-conversational features of "Inquiry" and 
"Elaboration", which are also observed in Bercelli et al. (2008). For clarification 
purposes, “Inquiry” refers to the actions applied by the therapist in order to gather 
information about the client's experiences. “Elaboration” refers to the more 
exploration focused actions of the therapist, including statements such as formulations 
that up to a point reconstruct or transform (Antaki, 2008) the clients' previous talk 
depending on their responses to those statements.
In the transcripts analysed, various actions by the therapists were identified. It 
was noted that in addition to communicating their presence, actively listening and 
facilitating the clients' expression and self-exploration, the therapists' formulated 
(Antaki, 2008) and re-interpreted (Bercelli et al., 2008) the clients' experiences. 
Therapists were working in a 'here and now' context and with the therapeutic 
relationship, they reflected on the process and on what the client was presenting, they
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summarized, they showed empathy, they self-reflected and at times provided the client 
with reassurance.
In response to the actions employed by the therapist and in a tum-by-tum 
sequence, various actions by the clients were identified through the analysis. In 
addition to the specified resistance, clients pressured the therapist to provide 
reassurance, while at different times they seemed to gain insight and were able to self- 
reflect on feelings, thoughts and experiences. It was also found that the latter usually 
followed all the above actions taken by the clients.
The most prevalent construction formed within the therapeutic encounter, was 
found to be the clients' resistance and in particular resistance/avoidance of difficult 
feelings in a 'here and now' context. It was observed that the therapists' focus on the 
present and on affect were the two elements that triggered the clients' resistance. It is 
this sequence that it was found to be the main construction of the clients’ depression 
within the therapeutic interaction. Furthermore, and in more detail, two ways through 
which clients' portrayed resistance were identified: 'Intellectualizing' and 'Story 
telling'. How depression is then constructed will be explained below in terms of 
resistance and this in turn will be explained in terms of'Intellectualizing' and 'Story 
telling'.
Constructing male depression: Resistance
Clients’ resistance was found to be employed at different times in response to 
almost all of the actions of the therapists as described above. It was noted however 
that the common element in the therapists' actions that triggered resistance in the 
client, was the focus on the 'here and now' and/or on affect especially if  this entailed 
talk about difficult or distressing feelings.
Interestingly, this implies two different shifts in the conversation. When the 
therapist focuses on the 'here and now' and the therapeutic relationship, s/he attempts a 
topical shift towards what is happening in the therapeutic room at the moment, rather 
than staying with the client's experience in a 'there and then' context (Joseph, 2008) 
(see also Vehvilainen, 2008 for the role of'noticing' in topicalizing the client's action). 
Furthermore, by focusing on the affect, the therapist attempts a shift in the content of 
the client's talk and as a result a shift in his emotional experience. These observations 
fit with Vehvilmnen's (2008) findings. Vehvilainen found that the focus of the
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therapist back to the client might render the clients' actions as challenging and/or 
blaming that result in confrontation between therapist and client. Below, such 
examples of the clients' resistance vrill be looked at in more detail. In the extracts, the 
therapist is referred to as 'Counsellor' (C) and the client as 'Patient' (P).
Extract 1 
(212, ex 108)
1. C: Okay. Well, what I  wanted to ask you is, I  noticed when I said, 'how
did you
2. feel when you left last session?', you didn't answer that.
3. P: Oh, well, I started to and I think you asked some, you asked me another
4. question, because I was getting, no, I was getting around to perfection
and I...
5. C: So how do you feel about, how did you feel when you left here?
6. P: All right, we'll start all over. I...this is really part of the agenda here that
I
7. have today.
8. C: Do you see how, what I'm saying though, that you didn't really answer
that
9. question?
10. P: Yeah. I thought I was working my way to it...
11. C: Okay.
On lines 1 and 2 the therapist is making an observation about the client's prior 
behaviour. This 'noticing' attempts a topical shift (Vehvilainen, 2008) of the focus on 
the client's self. Here the therapist challenged the clienfs resistance to provide an 
answer to her question in an attempt to render the client accountable for his action 
(Vehvilainen, 2008). This was done on a 'here and now' context, within the therapeutic 
relationship and focused on the affective experience of the client. These two elements 
('here and now' and affect) seem to have triggered the clienfs resistance (lines 3, 4). 
Interestingly, the client commented on the process and focused on the therapist's prior 
behaviour ("you asked me another question") in an attempt to reflect the blame 
(Vehvilainen, 2008) back to the therapist. This was done quite reluctantly as the client
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used the phrase "I think" and moved forward to describing his actions ("I was getting 
around to perfection", line 4) rather than staying with putting the blame on the 
therapist The exclamation "no" in the middle of his speech (line 4) is evident of his 
attempt to recall his actions in order to produce an accurate description and thus avoid 
any blame and/or further challenge form the therapist. In essence, on lines 3 ,4  the 
client rejected the therapist’s invitation to answer her question and tried to reflect and 
evade any accusation of being avoidant. On line 5 the therapist seems to have 
accepted the clienfs explanation^ustification and repeated the previously unanswered 
question. The client resisted again (lines 6, 7). He dealt with the counselor’s question 
not as such, but he rather viewed it as an invitation. This is evident in his reply. By 
using the exclamation "All right" the client showed agreement or acceptance of the 
therapist’s challenging question but he then did not provide with a reply. "All right" 
implies a rather reluctant acceptance that is supported by the clienfs implicit 
dissatisfaction for ‘starting all over’. The client closed his utterance by letting the 
therapist know that "this" (line 6) is part of his "agenda" for the session. Here, again 
the client moved away from replying to the therapist’s direct question and even though 
he implied an intention to focus on his feelings around the previous session ("this", 
line 6) he presented with a vague and general statement. On lines 8, 9 the therapist 
reflected/described (Vehvilainen, 2008) the clients behaviour and invited him to 
acknowledge it. This is being presented as a direct question ("Do you see how..?" line 
8) in an attempt to lower as much as possible, the clienfs probable resistance. On line 
10 the latter affirmed the counselor’s question ("Yeah") in order to further resist to the 
therapist's challenge (lines 8,9). The client here protested against the therapist’s 
pressure to answer her question, implicitly asking her to 'lift the pressure' and let him 
continue with his utterance that started on lines 6, 7 ("I thought I was working my way 
to it...", line 10). The clienfs protest is successful ("Okay", line 11).
Intellectualization. Above (Extract 1), an example of how focusing on the 
'here and now' and on the affective state of the client bring about resistance in the 
client, has been shown. Within this context, one of the most evident ways that the 
clients were found to employ resistance against the therapist's intentions/actions was 
through intellectualizing what the therapist has said. This way, and in essence, clients 
manage to move away from 'replying to' and rather 'comment on' the previous 
utterance. When intellectualizing in order to resist, the clients usually present a logical
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descriptive explanation that moves the discussion away from the initial focus. Here is 
an example:
Extract 2 
(217, ex 45)
1. C: But I don't think you always like it.
2. P: I don't think I what?
3. C: I don't think you always like it as much as you say you do. For
example, you
4. didn't like it here.
5. P: When you-when my mother?
6. C: Yeah.
7. P: Well you're right hut in a way I guess. I'm glad that you did because
then it just kind
8. of-it may have forced me to deal with and Fm glad I did. I took a more
assertive
9. stand and I thought about it and I said-and I considered it. Is there any 
benefit in
10. talking about my mother? And so fm  glad that it came up and that we 
dealt with it
11. and I appreciated your feedback on it, that it's-that we don't necessarily 
have to deal
12. with it but that it might come in at some other way into our work. And 
so I think the
13. bottom line is that I'm not unhappy about it. I think-and I'm glad that-
14. C: You said you were upset. [00:23:13 ]
15. P: I think I was upset last time and okay, but life has its upsetting
moments but I think
16. the place-I think that where I'm growing and enjoying life more and
enjoying the
17. interactions that fm having with you and I think this is helping me get 
somewhere is
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18. that I can be upset with a woman without it becoming a big deal.
Client goes on...
Just before the above extract the therapist had formulated the clienfs tendency 
to follow women's lead and the client had clearly agreed. The therapist then 
challenged this (line 1) and supported it by using a 'here and now* example within the 
therapeutic encounter (lines 3,4). Clienfs resistance is initially evident on line 2. The 
way he introduced his repair question implies surprise and it could be said that 
through this, the client is maybe attempting to gain time to face the challenge and deal 
with his surprise. On line 5, he asked a clarifying question in order to understand the 
therapist's example and realize what he is 'faced with' in terms of the challenge. It is 
on lines 7-13 where intellectualizing is initially evident. The client began his utterance 
by expressing apprehension as he started with the exclamation "Well" in order to 
consider his next words (Apple Dictionary) and then recruited the phrase "I guess" for 
the same reason. Providing an apprehensive agreement (line 7) to the therapist's 
formulation about taking women's lead, allowed him to construct his resistance in a 
'yes, but' mode. The client went into praising the therapist's intentions ("I'm glad you 
did", line 7). He justified ("because") this with feeling glad that he "dealt with it"
(lines 7,8). This introduced a 'closure' of the discussion around his mother as it is 
something that has already been dealt vrith. Further, the client continued to list the 
benefits of this discussion, ("taking a more assertive stand" and "considered it") which 
allowed him to question the reasons for further talking about his mother (line 10). The 
client intellectualized the usefulness of a focus on his relationship with his mother. He 
produced a 'logical' result why they do not "necessarily have to deal with it" (lines 11, 
12) as he has dealt with it in a previous session, he was skeptical around its usefulness 
and was happy with the results it has produced. Interestingly, and in this way, the 
client not only expressed his resistance away from difficult feelings around his 
relationship with his mother, but also managed to move the discussion away from the 
therapist's challenge (lines I, 3-4). Furthermore, implying that this might re-appear in 
the session in an "other way" put pressure to the therapist not to insist on this at this 
stage.
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The therapist's further challenge of the feelings the client has expressed around 
his mother in a previous session (line 14), aimed to overcome the clienfs resistance 
and denial of difficult feelings ("Tm not unhappy about it", line 13). This again, was a 
focus towards difficult feelings in a 'here and now' context, as the upset was expressed 
within the session. Nevertheless, the client engaged in a new round of resistance (lines 
15-18). Again here, the client adopted a 'yes, but' mode as he accepted what the 
therapist has said ("I think I was upset last time and okay", line 15) just to contradict it 
("but") and intellectualize further, by focusing on the therapeutic process and how it 
has enabled him to be upset with a woman without it becoming a "big deal". The 
intellectualization is explicitly shown by the fi^equent use of the verb "think".
Overall, on lines 7-13 and 15-18 the client resisted away from expressing 
difficult feelings ("upset") In a, 'here and now' context. He used intellectualization in 
order to move away fi’om talking about feelings around his relationship with women 
and away from confrontation with the therapist.
Story telling, Describing. Another form of resistance evident in the data 
corpus is 'Story telling, describing'. As above, the clients move away from the 
therapist's intentions and focus, and reply by telling a story or describing a situation. 
This is another way of resisting difficult and distressing feelings in a 'here and now' 
context. An example is given below.
Extract 3 
(221, ex 73)
1. C: Yeah, you're going real fast. Tm trying sort of half catch up with you.
2. P: Oh, sorry. I'm nervous.
3. C: I was almost thinking of the Steve Allen and the begonia... You're
nervous
4. now?
5. P: No, Tm nervous about thinking about tonight. [6:19]
6. C : So it's hard to sort of stay with the nervousness maybe a little bit?
7. P: Yeah.
8. C : Instead of want to like figure it out or know what it's about or...
9. P: Well, I keep thinking, okay, well, I need to go to work, but then I had
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to run
10. into work and I got to do my voice promo in (inaudible at 6:36). It's all 
those
11. things about avoiding it.
12. C: Yeah, yeah, because what would happen if you felt that...
13. P: Yeah. Then Til jump forward again [when I found out but...] (ph)
14. C: No wait, wmt, wait. What would happen if you felt it?
15. P: Well, if s good when you feel it, because that's what relieves it; I just
realized
16. that. I was going to relay that stuff.
17. C: Well, great.
18. P: It's not. It's just getting to that point where I can sit still and breathe
long
19. enough to experience that. Saturday I had to meet Cory, my phobia 
aide.
20. C: Wait a minute. Wait a minute. What's the story? I mean is the story -
21. P: Yeah.
22. C: Is it too -
23. P: Direct, it's real direct, right to what we're talking about.
24. C: Is it, though, also a way of avoiding the nervousness?
25. P: No.
26. C: If you tell the story?
27. P: No.
On line 1 the therapist noticed the clienfs behaviour ("you're going real fast"). 
This led to the expression of nervousness (line 2). In turn (lines 3,4), the therapist 
inquired about the clienfs feelings at that moment. Interestingly, even though he 
expressed nervousness as the reason for talking fast (line 2) the client resisted from 
addressing his nervousness on a 'here and now* context ('No" line 5) and placed his 
anxiety in the future ("I'm nervous about thinking about tonight", line 5). The therapist 
picked up the clienfs resistance and tentatively ("maybe a little bit", line 6) re­
interpreted it as a difficulty to stay with unwanted feelings (line 6). Having got the 
clienfs agreement (line 7) the therapist invited him to stay with the nervousness. This
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invitation aimed to the experiencing of the feelings within the therapeutic encounter. 
However, on lines 9 to 11 the client focused on the therapist’s formulation of 
avoidance and created a list of avoiding behaviours. This way he resisted 
experiencing/staying with a difficult feeling and went into a describing mode. The 
therapist insisted on addressing the nervousness and attempted to explore the clienfs 
reluctance to feel it (line 12). On line 13 the client kept on resisting away from it, 
starting to tell a story ("when I found out but...", line 13). This in turn, resulted to the 
interruption of his speech by the therapist who more assertively challenged the client 
to explore the avoidance of the nervousness (line 14), by repeating the question s/he 
made on line 12. The repetition of the verb "wait" (line 14) is evidence of the 
therapist's effort to deal with the clienfs resistance. On lines 15 and 16 the client 
employed the form of resistance discussed above. He intellectualized about the 
process of feeling nervous. The client also protested against the therapisf s frustration 
and interruption of his speech by supporting that he was going to address feeling 
nervous ("I was going to relay that stuff', line 16), probably in his interrupted by the 
therapist utterance on line 13. The protest is successful as the therapist lifted the 
pressure on line 17. In turn, this gave the chance to the client to move back to the 
'story telling' mode (lines 18,19), resisting away from experiencing nervousness. The 
therapist picked up on the clienfs resistance and stopped the clienfs utterance (line 
20) challenging again his tendency to move away from feelings. The therapist 
inquired about the "story" and the client resisted further by supporting that he was not 
moving away from the subject (line 22). This in a way 'pushed' the therapist to present 
his doubts about the clienfs intention to actually address difficult feelings (i.e. 
nervousness) more assertively and to directly challenge his behaviour by voicing the 
avoidance in connection to the clienfs behaviour within the therapeutic encounter 
(telling the story as "a way of avoiding nervousness", line 24). On lines 24 and 26 the 
therapist seems to have dealt with the clienfs resistance by "describing the other 
speakefs action" (Vehvilainen, 2008, p. 123). However, this proved unsuccessful.
Since the challenge has been escalated to a more direct and assertive level, the clienfs 
answer/resistance was of equal intensity. His replies on lines 25 and 27 ("No") clearly 
turned down the therapist's formulation of the role of'stoiy telling'. The escalation of 
the challenge from the therapist's side and the equal escalation of the resistance by the 
client, portray the confrontational nature (Vehvilainen, 2008) of the interaction
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between client and therapist when the latter focuses on the 'here and now' and on 
difficult/distressing feelings.
In extract 3 it was shown how story telling and describing can be used as a 
way of resisting away from difficult feelings especially in a 'here and now' context. 
This resulted to the escalation of the therapist's challenge which made the client 
further resistant.
Not focusing on the ’here and now’. So far, it has been analyzed, how 
specific actions of the therapists are cormected with resistant 're-actions' by the clients. 
Also, two specific ways through which clients portray resistance have been identified. 
Overall, it has been argued that the therapists' work on the present ('here and now') 
and with the negative affective state of the client, triggers resistance by the clients 
against the expression and exploration of difficult feelings. In order to explore this 
phenomenon further, it is worth seeing what happens when the therapists do not focus 
on the 'here and now' by not describing the clienfs action (Vehvilainen, 2008) when 
the latter seem to resist. Here is an example:
Extract 4 
(406, ex 5)
1. P: Because it's happened to me a lot where I sort of am the only one
putting any
2. sort of effort into a friendship.
3. C: Okay.
4. P: Where I'm the only one calling. I'm the only one who wants to -  who
comes
5. up with ideas like hey, lefs go hang out here. Let's do this, let's hang 
out. And
a lot of the time people just don't call. And that's sort of...
7. C: How have you understood that?
8. P: It used to affect me a lot more than it does now.
6.
C:
P:
9. C:
10. P; Because it was just always sort of hurtful, it almost seemed like they
didn't
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11. care enough to want to maintain a friendship.
12. C: Mmm hmm.
13. P; And I just shut down after awhile. Now I mean I don't really shut down
the
14. same way. It's rare. I mean it has to be sort of a more extreme case.
In extract 4 the client talked about his difficulties around his relationship with 
his friends (lines, 1-2, 4-6). He explained ("Because", line 1) in regards to his past 
friendships, that he was the only one that put effort in them (lines 1,2). On lines 4-6 he 
provided a list of examples to support this and to show how he was the only one who 
tried to retain these relationships as "a lot of the time people just don't call" (line 6).
Up to this point, the therapist (line 3) has shown acceptance and presence in the 
conversation, providing space for an extended turn by the client. On line 7, however, 
she asked a direct question, inquiring about the way ("How") the client has 
"understood" his friends' reaction to his attempts to keep the relationship. This seems 
to be a focus on the clienfs experience and an invitation to further explore thoughts 
and feelings around it. In an interesting interruption of the contextual flow of the 
conversation, the client did not reply to the therapist's direct question (line 8) and 
continued with describing a change in his emotional reactions in connection to his 
fiiends drifting apart. This could be viewed as resistance from the clienfs part since he 
handled the therapist's question as non-existent. Interestingly and in contradiction to 
what it was described above, the therapist here chose not to comment or describe the 
clienfs action and accepted it ("Okay" line 9). This led the conversation to the 
expression of hurt from the client (line 10) and the description of his personal 
meaning of his friends' behaviour (lines 10,11). The therapist's further acceptance and 
allowing of an extended turn (line 12) facilitated fiirther self-reflection on an 
emotional level ("I just shut down after awhile", line 13).
In extract 4 an example of what happens when the therapist chooses not to 
describe the clienfs resistance on a 'here and now' context was analyzed. It was found 
that this has facilitated emotional expression. In this circumstance, the therapist did 
not attempt a topical shift (Vehvilainen, 2008) towards the clienfs emotional state in 
connection to his resistance and the therapist's acceptance has resulted to the 
expression of distressing feelings by the client. This finding further strengthens the
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role that the focus on the 'here and now' and on expression of affect plays in the 
construction of the clients' resistance against the expression of distressing feelings. 
However, this is not to imply that acceptance of resistance could be a panacea towards 
overcoming resistance or achieving acceptance and expression of emotions, but it 
might portray a unique feature of the implications around working with depressed 
men.
Discussion
The present research has investigated the construction of male depression 
within the therapeutic encounter following a conversation analytic approach. Among 
the actions identified within the therapeutic interaction, it was the clients' resistance 
against difficult feelings in a 'here and now' context that seemed to be the main 
element of such a construction. This is considered to be in accordance with the 
literature around male depression and in connection to men's reluctance to admit 
weakness, express difficult feelings and seek psychological help (Betz & Fitzgerald, 
1993; Brownhill et al., 2005; Emslie et al., 2006; Galasinski, 2008; Good & Wood, 
1995; Krugman, 1995; O'Brien et al., 2005; Real, 1997). The men in the transcripts 
were resisting against explicitly accepting and expressing distressing feelings. They 
were invited by the therapists to confi’ont their emotional distress on the present and in 
relation to them. Even though they have reached the therapy room and were able to 
seek help, this immediate relational invitation to experience their emotional 
difficulties seemed difficult to bear.
It is argued that these difficulties stem fi*om the clients' construction of their 
identity as men. What seems to be challenged here, is the social expectations and 
pressures for a man to be traditionally masculine. Thus, it could be argued that 
through resistance, the clients are in essence 'protecting' their constructed masculine 
identity. This fits with Galasinski's (2008) findings around men's discourses of 
depression. He has shown how men define themselves through the hegemonic model 
of masculinity.
In terms of the present research it is argued that by inviting the client to work 
on his emotional state at the moment and within the therapeutic setting, the therapist 
could be 'attacking' the clienfs masculine identity by inviting him to become 'soft' and 
'confess' his weakness. It was shown that by attempting a topical shift on the clienfs
130
experience (Vehvilainen, 2008) through focusing on the 'here and now' and on 
emotion, the interaction might become confrontational. The therapist places the client 
'on the spot' and invites him to become something that he is not socially expected to 
be. By resisting he protects his constructed view of himself as a man. It is through this 
negotiation that male depression is constructed.
The implications of the above conclusion are theoretical and practical. In terms 
of theory this is a good example of how social constructionist approaches and research 
methods such as CA can introduce a novel view of understanding mental health and 
psychological therapies. As for the practical implications, on the one hand it is argued 
that therapists will benefit from viewing psychotherapy as an interaction that 
negotiates social realities and identities. On the other hand, it could be said, that a 
therapeutic goal within male depression, may be the re-negotiation and partial 
reconstruction of the masculine identity that hinders the expression and acceptance of 
distressing feelings. Interestingly, Real (1997) has argued that the only way men can 
overcome covert depression is through overt depression. At this point, however, 
further research on these theoretical and practical implications is essential.
Considering the results and the implications of the present research, it is 
important to discuss certain limitations. Firstly, the transcripts lacked transcription 
conventions (Madill et al., 2001). These provide further information on how (Have, 
1999) the talk of the interactants is portrayed in terms of sequencing, timed intervals, 
characteristics of speech such as prolongation of a sound and the transcriber's doubts 
or comments (Jefferson, 1989). Transcript conventions are considered almost essential 
in conversation analysis as they provide a clearer picture of the sequential positioning 
of the interactants (Heritage and Atkinson, 1984; Have 1999; Wooffitt, 2005). 
Furthermore, there was no access to the therapeutic settings in terms of the 
environment of the sessions (Viaro & Leonardi, 1983). In addition, information about 
the therapeutic approach used in every case, was missing. The term Counsellor is used 
for the therapists for whom there is no further information in terms of their 
qualifications and the approach they applied. Moreover, only in some cases the gender 
of the therapist is evident within the transcript and as a result implications regarding 
the role of the therapist's gender in working with depressed men cannot be addressed. 
Nevertheless, what is provided in the data corpus is considered adequate for 
conclusions, as there is access to the most important information of a social
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interaction: the talk of the interactants.
Having acquired a social constructionist worldview, it has been attempted to 
shed light on the construction of male depression within the therapeutic encounter. 
Approaching conversation and language as ways of constructing and negotiating 
'realties', the elements of the interaction between the therapist and the client that seem 
to construct the identity of a 'depressed man' have been shown.
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Apendix I 
Reflection on the use of self
I have always been intrigued by social constmctionism and the views around 
the socially constructed realities in contradiction to the existence of a 'fixed' one that is 
out there, waiting to be discovered. Considering possible research subjects for my first 
year on the course, it was noted by one of my professors that all of them were 
underlined by a certain political stance towards the deconstruction of theoretical and 
social 'truths'. When I decided to research gender differences in depression and male 
depression in particular, I found myself being drawn by such an ideology; the 
'realities' that are constructed in a social arena, the fluidity that characterizes them and 
the negotiations behind it.
As a counselling psycholo^st I aspire to be in a position that I am able to 
integrate but also deconstruct ideas, being able to approach and understand 
phenomena fi'om both a psychological and a social perspective. For me, social 
constructionism offers a meta-analytical understanding of the world around us. This is 
not to support that a 'socially constructed' truth is or should be less real or it should be 
treated as not existing. On the contrary, the realities negotiated in public discourses 
are as real as they feel. However, within a social constructionism approach, the 
understanding of the social realities within we exist, acquires a meta-analytical 
quality. It provides with insight on the social processes behind them and places them 
on the sociocultural context in which they were developed.
In addition and on a more personal level, such an approach helps me develop a 
rather existential freedom as it aids me acquire an in depth understanding of my 
identities, their construction and their fluidity. Also it offers me the ability to keep a 
more critical stance towards the 'truths', 'ethics', 'guidelines' and beliefs that make up 
our social and professional life. This does not imply a constant 'crave' for 
deconstruction. Rather, it aims towards integration that can be further achieved 
through the understanding of social processes of construction. I am certain that this, 
however, is just the beginning and I still have a long way to go.
Within such a theoretical context, the unique nature of male depression and its 
covert quality seemed fascinating. Having thoroughly investigated the literature 
around it I found that research on male depression lacked from social constructionist
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approaches especially when compared with the number of quantitative researches 
carried out in the field. This has boosted my excitement to follow this route in order to 
investigate what men 'do' and negotiate within the therapeutic encounter in terms of 
their social identities and their diagnosis of depression. I started this process with 
excitement and with the belief that social constructionism is an invaluable and 
extremely appropriate philosophical viewpoint to investigate male depression.
However, things quickly became challenging. Being able to understand 
theoretical constructs such as social constructionism was quite different from actually 
applying it. The first struggle came with familiarizing myself with the method. My 
first steps into the analysis were filled with insecurity and doubt. I found it quite hard 
to identify actions within the talk of the interactants and when I did, I was in doubt 
whether this was correct. At times, I found myself wishing for a more clear and 
positivistic approach with which I could 'check' whether my understanding of what 
was going on in the therapeutic encounter was 'correct'. Reading many previous 
researches within a conversational analytic methodology was extremely helpful in 
order to gradually develop the confident to carry on with the analysis.
Nevertheless new obstacles were ahead. I found it quite challenging to move 
the analysis a level further and towards answering the research question. Using CA 
and through the process described above, I was confident enough to identify actions 
within the therapeutic encounter and felt fascinated by the sequential nature of the 
conversation. It was after this point that I felt lost, struggling to understand where to 
go next. I was wondering whether what I was researching was a mere description of 
what therapists and clients 'do' during the therapeutic encounter. It was after a while 
and with the help of my research supervisor that I was able to realize how 
conversation negotiates the construction of social identities and notions like male 
depression. In essence, it took me some time to come to terms with the data driven 
nature of the analysis and view interaction as the process of constructing realities. In 
connection to this I also struggled to 'forget' the theory and previous research around 
male depression during the analysis. However, I tried to be mindful of my own biases 
and constantly bring myself back to the data.
I now smile as I realize how much the positivistic views of reality have been 
and up to a point still are embedded in my worldview. It feels however, that I come 
out of this process somewhat wiser in terms of understanding reality and applying
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methods within a social constructionism paradigm. In addition, I struggle to recognize 
how my gender and my understanding of what it is to be a man has influenced the 
research and the analysis. Maybe the place to start is by considering my own reactions 
to accepting and expressing difficult feelings in a relational context and in connection 
to my identity as a man. It is also interesting to see how the latter interacts with my 
identity as a counselling psychologist and as a client in my personal therapy.
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Appendix II
Sample of the textual data analyzed in the present research
Client 406: Male client between the ages of 21-30 presents with feelings of 
inadequacy in relationships, depressive disorder, conflict around personal and parental 
values, and conflict around purpose in life, (2006), pp. 1-32
Session 2: Client desires a romantic relationship; he has been single for a few years 
now. He feels like people just lose interest in him eventually, in
TRANSCRIPT OF AUDIO FILE:
BEGIN TRANSCRIPT:
COUNSELOR: So I noticed you let out a huge sigh of sorts as you walked through 
the door.
PATIENT: Yeah. Well I  just - 1 mean I sort of was in my room studying like, because 
I had a class canceled today so I - 
COUNSELOR: Okay.
PATIENT: - came back, started studying and fell asleep and woke up like 15 to five. 
COUNSELOR: Oh.
PATIENT : And fm like oh, geez, I have to - 
COUNSELOR: Mmm hmm.
PATIENT : I have to go to psych clinic.
COUNSELOR: Mmm hmm.
PATIENT : So I was kind of rushing to get here.
COUNSELOR: Okay. Have you had time to settle yourself and...
PATIENT : Yeah no fm fine, fm not feeling so rushed.
COUNSELOR: Okay. Is that typically how life is for you?
PATIENT : Rushing to get places?
COUNSELOR: Mmm hmm.
PATIENT: Um, it depends. It just depends on how busy I am and how - usually if s 
what time I leave or how much time I have in between when I have to be somewhere 
and -
COUNSELOR: Mmm hmm.
PATIENT: - and when I leave somewhere else.
COUNSELOR: Sure.
PATIENT : So if s fine. I dont have the feeling that I'm always running somewhere. 
Just half of the time.
COUNSELOR: Just half the time.
PATIENT: Yeah.
COUNSELOR: Okay. What's typically going on half the time you find yourself...? 
PATIENT: Um, I don't know. I try to keep things easy. Um, I mean if I have sort of - 1 
mean if I have sort of like a big block of time - 
COUNSELOR: Mmm hmm.
PATIENT: - until my next class then I'll leave ten, fifteen minutes before I actually 
need to be there just so that I can sort of walk calmly there.
COUNSELOR: Okay.
141
PATIENT: Only sometimes do I start doing something and then just completely forget 
about the time and be like, oh my God, Tm still in my room. I haven't gotten ready. I 
haven't like gotten ready to leave yet. I have ten minutes before I have to be there. It's 
in the MLB [ph] which is far away.
COUNSELOR: Mmm hmm.
PATIENT: Ah, got to run! That only happens sometimes.
COUNSELOR: Okay.
PATIENT: You know and that was probably the first time I've fallen asleep during the 
day all year.
COUNSELOR: Oh, really.
PATIENT: Yeah.
COUNSELOR: What was different you think about today?
PATIENT: Oh I've just been sort of tired. I mean the fact that I wasn't in class, I was 
just sort of in my room reading - 1 was lying on my bed reading.
COUNSELOR: Mmm hmm.
PATIENT: And I just sort of passed out. Fell asleep.
COUNSELOR: Mmm hmm. I'm hearing you that there's a lot going on so you're 
probably really just tired.
PATIENT: Yeah. Yeah.
COUNSELOR: What's been going on there?
PATIENT: Well I have - 1 have two exams next week. And this week just sort of has 
been busy. Just like outside of class there have just been a lot of things that I've had to 
goto.
COUNSELOR: Mmm hmm.
PATIENT: Monday was really busy. I had - normally my schedule is that on Mondays 
that I have three classes like 10 to 11:30.
COUNSELOR: Okay.
PATIENT: Just two classes fill that time. Then I have one and a half hours before my 
next class.
COUNSELOR: Okay.
PATIENT : But on Monday I had a meeting for a Grant that I've got.
COUNSELOR: Okay.
PATIENT: So - and it was like a luncheon kind of thing. And just the added hassle of 
that-
COUNSELOR: Mmm hmm.
PATIENT : I had to like run to get - like I had to run back.
COUNSELOR: Mmm hmm.
PATIENT : I had about 15,20 minutes like in my room that I had to use to get ready 
and then I had to leave immediately.
COUNSELOR: Okay.
PATIENT : To get there.
COUNSELOR: Mmm hmm.
PATIENT: And it was just sort of hectic and - 
COUNSELOR: Mmm hmm.
PATIENT : - sort of took away that nice block of time that I - 
COUNSELOR: That you normally use there.
PATIENT: Yeah. Then I had to go back to my room, get ready for my next class in 
the next half hour window.
COUNSELOR: Mmm hmm.
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The construction of depression and institutional practices: A Discourse Analysis
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Abstract
Six contemporary published empirical papers on depression were analyzed using 
Discourse Analysis. The aim of the research was to gain insight into which discourses 
predominate the mental health context and culture of depression in the UK, how they 
construct depression and what goals they achieve. Five discourses were identified; 
depression as a mental or physical condition, depression within the medical context, 
depression in the psychological field, depression from a financial/managerial 
viewpoint and depression within the scientific/positivistic paradigm. These discourses 
serve to legitimize different constructions of depression, distinct institutional practices 
and various groups of professionals.
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Introduction
Depression is said to be a common human experience (Leader, 2009; Rowe, 
2003). The first written description we know of depression, presented at the time as 
melancholia, is by the Greek physician Hippocrates in the fourth century B.C. 
(Becker, 1974). Throughout the years, society’s understanding of melancholia and 
later depression, has been differently constructed in the western world. The variations 
in the theories and the discourses around depression, fi-om the Hippocratic years until 
now, are indicative of the social context of each era (McMullen, 1999; McPherson & 
Armstrong, 2006); from the suffering of the sensitive, morally superior and noble 
male during Renaissance (MacMullen, 1999) to women's 'love sickness' (Gilman, 
1988) in later years.
In recent times, the main texts that describe and define depression are usually 
diagnostic manuals, such as the International Classification of Diseases (ICD-10) 
(WHO, 1993) and the Diagnostic and Statistical Manual of Mental Disorders (DSM- 
IV-TR) (APA, 2000). These manuals provide lists of symptoms for each disorder that 
serve as criteria for the diagnosis of a mental illness. According to the ICD-10 
depression is a mental disorder that is diagnosed when at least two criteria, which are 
“depressed mood”, “loss of interest or pleasure” and/or “decreased energy or 
increased fatiguability” (WHO, 1993), are present for not less than two weeks.
According to the National Institute for Health and Clinical Excellence (NICE,
2009) depression in the UK should be treated with drug and psychological therapy. 
Within NICE recommendations, drug treatment involves mainly the use of selective 
serotonin reuptake inhibitors whereas psychological therapies entail cognitive 
behavioural therapy, interpersonal therapy, behavioural activation and behavioural 
couples therapy (NICE, 2009). Which treatment is to be applied depends on the 
severity of the condition and the most severe cases are treated with both medication 
and psychological therapy (NICE, 2009). The severity of depression is classified in 
four categories: “subthreshold depressive symptoms”, “mild”, “moderate” and 
“severe” (NICE, 2009, p. 11).
Galasinski (2008) argues that diagnostic labels, such as 'depression', are merely 
descriptive categories of human distress and according to Parker, Georgaca, Harper, 
McLaughlin, and Stowell-Smith (1995), definitions of psychopathology carry a range 
of connotations in addition to their descriptive nature. Therefore, the symptom based
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approach treats mental health in disconnection to the social context (Parker et al., 
1995), forms the agenda around the diagnostic labels and portrays a power position on 
defining and categorizing human distress (Parker et al., 1995; Stainton Rogers, 1991; 
Turner, 1987;) and on legitimizing public mental health polices (Sadler, 2005). For 
example, McPherson and Armstrong (2006) have shown how the various diagnostic 
labels in depression that emerged and were abandoned throughout recent times (e.g. 
major/minor, atypical, reactive) reflect social processes rather than existing ‘realities’ 
of a ‘mental illness’. According to Lee (2002), there are differences in the diagnostic 
patterns between cultures and the dominant diagnostic manuals have excluded the 
cultural element from the classification of diseases due to political and economic 
factors. Lee argues that there was a time when depression was not prevalent outside 
the Western culture but due to the globalization of mental health this has changed. In 
addition, Armstrong (1980, p. 293) observes that what we call ‘neurosis’ is a twentieth 
century “invention” that reflects social processes in the western world. Finally, these 
differences are not only historical and intercultural but also intra-cultural within the 
western world. For example, Galasinski (2008) has shown how the Polish version of 
the ICD-10 differs from the English one, how it constructs depression differently and 
how distinct ideologies around mental health are being constructed and applied.
Within this context, the so-called social and scientific 'truths' around 
depression acquire a different quality. Adopting a social constructionist approach, it is 
argued here that depression is negotiated and constructed through language and texts 
that draw from various discourses that are available in our linguistic lexicons within 
our culture at this historical moment. For example. Drew, Dobson and Stam (1999) 
found differences in the construction of depression between the dominant 
psychological discourses and the discourses that individuals draw upon to construct 
their personal experiences of the condition. Texts not only reflect social practices but 
they construct them through language. Published scientific papers on depression are 
considered ways of constructing realities about depression in the form of'scientific 
truth', and of performing social actions that legitimize specific practices within mental 
health. For example, Godderis (2010) discusses the construction of Postpartum 
Depression in contemporary psychiatric research literature, and its role to the 
subjectification of new mothers as potentially ill. Furthermore, the knowledge that is 
produced through these publications generates the discursive resources (Potter &
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Wetherell, 1987) from which professional and scientific language about depression is 
drawn (Parker, 1992) and ‘forces’ (Parker et al., 1995) practitioners to apply, support 
and reproduce them in their practice.
The National Health System (NHS hereafter) is the main provider of mental 
health services in the UK. Within the NHS and in accordance with the medical model 
(e.g. Parker et al., 1995), depression is viewed as a "serious illness" (NHS, 201 la). 
The treatments that are applied are based on previous research evidence (NICE, 
2010a; NICE, 2010b) and novel research is constantly funded to plan and improve the 
quality of its services (NHS, 201 lb). Within this context the importance of research 
and scientific papers on mental health and, in particular on depression, is of great 
importance as it is strongly connected with the institutional practices of the NHS 
(NHS, 201 lb). Using Discourse Analysis (DA hereafter), the present report aims to 
examine how recent scientific papers on depression construct social ‘realities’ around 
this condition.
Discourse Analysis
DA is an approach emanating from post-structuralist ideas (Derrida, 1976) 
about the significance of language and texts (Potter & Whetherell, 1987) in 
constructing social realities. According to Taylor (2001, p. 5) DA is “the close study 
of language in use”. Language however, is not considered to be a mean of 
communicating and representing ‘inner realities’ such as cognitions or ‘personality 
traits’ but it is rather a social activity that constructs such realities (Coyle, 2007; 
Edley, 2001; Potter & Whetherell, 1987; Taylor, 2001; Willig, 2001b). Being viewed 
as a social constructionist research method (Coyle, 2007), DA focuses on this 
performative nature of language (Potter & Wetherell, 1987). Under this framework, 
reality is not something objective that is to be ‘discovered’. From a discursive 
analytical perspective, 'reality' not only can be understood through infinite, subjective 
ways, but it is in fact constructed through language in relation to the social context or 
circumstance it is produced (Willig, 2001b).
The focus of DA is on what language ‘does’ in every social situation 
(Wetherell, Taylor & Yates, 2001a). It stresses the diversity of the functions that 
language serves; its constructed and constructive nature and its flexibility in 
constructing the same circumstance, social phenomenon, the same experience or even
151
the sense of self (Potter & Wetherell, 1987; Willig, 1999) differently. These ‘realities’ 
produce a certain amount of discursive ways through which someone can understand 
his/her environment, talk about it and exist in it (Willig, 2001c). It is these discursive 
resources that construct social objects (Potter & Wetherell, 1987) such as 'mental 
health' and 'depression', and place the individual on "subject positions" (Edley, 2001) 
within each discourse. For example, when someone is positioned as depressed, s/he is 
seen, approached and treated by professionals in accordance to the dominant discourse 
around depression and acquires the depressive symptoms constructed by research, 
guidelines and the diagnostic manuals (NICE, 2009; WHO, 1993; APA, 2000). For 
instance, a health professional that suffers from depression is positioned differently 
when he talks to his doctor about his depression than when he sees his depressed 
patients. In the first instance the person is positioned as ‘the patient suffering from 
depression’ whereas in the second, the same person is positioned as the ‘professional 
offering treatment for depression’.
Further, and according to Parker (1992, p. 5), a discourse “is a system of 
statements which constructs an object”. Discourses refer to the linguistic reservoirs 
that people draw from to make sense and bring meaning to the world (Edley, 2001). 
They are materialized through texts and language and contain the subjects that 
produce and reproduce a discourse or are the recipients of it (Parker, 1992). Moreover, 
discourses are located within history since the object they construct has been 
established in the past by similar or the same discourses (Parker, 1992) and are 
available to people through a historical context (Edley, 2001; Wetherell, 1998).
The historical location of a discourse raises issues around its availability to 
people and its endurance through time. Not all discourses are equally available to 
people as some have acquired a hegemonic (Gramsci, 1971) or dominant status 
through time and within specific cultures (Edley, 2001; Foucault, 1980). Taking into 
consideration the performative nature of discourses, this ‘promotion’ of specific ways 
to view and experience social life, leads to the legitimization of specific practices and 
ideologies and to the development of power relationships between institutional 
organizations and the public (Parker, 1992). For example, the medical discourse 
constructs or dictates the institutional practices of a health system, the place each 
social actor acquires within a health setting, their roles, rights and choices. A ‘doctor’ 
is the one that provides the cure to a condition and has the right to examine the patient
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and decide specific interventions on the patient’s body. Subsequently, the ‘patient’ 
allows these actions to be performed in a context where s/he seems to loose the 
agency for choice as s/he is constructed as not having the ‘expertise’ and ‘knowledge’ 
to make such decisions. Thus, institutional practices contain meaning and should be 
considered as discursive practices (Foucault, 1972).
It is then through the historical promotion of specific discourses that distinct 
social actions are being legitimized or normalized (Edley, 2001) whereas others are 
being marginalized (Foucault, 1980). This creates a power relation between the 
institutional practices that are being promoted through the dominant discourses and 
the lay public (Foucault, 1980). For example, Foucault (1973,1976,1979) argued that 
the classification ‘normal’ and ‘abnormal’ serves to control the public and regulate the 
political and social behaviour. Furthermore, this power relationship is accomplished 
through the construction and promotion of specific ideological positions within 
distinct discourses. These ‘ideologies’ are being constructed as ‘truths’ or ‘realities’ 
and legitimize specific political positions or ‘regimes of truth’ (Foucault, 1980).
DA was firstly introduced in the United Kingdom by Potter and Wetherell 
(1987) and since then, it has developed to include a wide range of analytical activities 
within a broad set of data (Taylor, 2001; Wetherell, Taylor & Yattes, 2001b; Edley, 
2001). Nevertheless, it is commonly stressed that DA does not follow a prescriptive 
way of application but rather involves analyzing texts and language in a way that is 
consistent with the above epistemological position around the constructed nature of 
reality (Walton, 2007) and the performative function of language. Within this 
tradition, all methodological approaches to DA focus on how language constructs 
social realities and objects (Edwards & Potter, 1992). The present study draws from 
this tradition as it focuses on published scientific texts on depression to ask, how is 
depression constructed within the NHS. The aim of the research was to gain an insight 
into which discourses predominate certain mental health contexts and cultures and 
how is this achieved. The objective of the research was twofold: first, to add a 
discursive perspective into the study of depression and two, to encourage researchers 
to adopt this perspective to extend the research into depression.
Method
Six published empirical papers on depression were analyzed using DA (Coyle,
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2007; Parker, 1992; Potter & Wetherell, 1987; Wetherell et al., 2001a; Willig, 1999, 
2001a). The analysis focused on discourses that inform the professionals, researchers 
and the lay public on how the depressive disorder is constructed and the functions that 
these constructions serve. The data corpus is comprised of articles that discuss 
depression and various therapeutic interventions. The selection process focused on the 
most recent articles, all published in 2010 and 2011, as this was expected to provide 
the research with contemporary, up to date discourses around depression within the 
scientific domain. Furthermore, all the papers were authored by researchers working 
in the NHS (at least one author of each article). It was assumed that this would affect 
the discourses that were employed to write the papers. These discourses were assumed 
to be the dominant and legitimate ones within the institutional culture of the main 
public provider of mental health services in the UK. Moreover, the selection of the 
final data corpus took into account papers on depression only, excluding any co­
morbidity. The exclusion of any co-morbid symptomatology allowed the research to 
focus on the construction of depression as a distinct disorder, in accordance with how 
it is constructed in the diagnostic manuals and used in social discourses. The focus of 
the articles on therapeutic interventions attempted to address the semiotic element of 
social practices. Semiosis refers to the social activity of any practice (e.g. doing a job) 
and the representations it creates during the process (Fairclough, 2001). Within this 
context, therapeutic interventions are social activities that construct specific social 
practices that produce realities and social life (Fairclough, 2001; Foucault, 1980).
The articles that were analyzed are;
Cognitive behaviour therapy for withdrawal from antidepressant medication: A single 
case series (Cromarty, Jonsson, Moorhead & Freeston, 2011)
Behavioural activation delivered by the non-specialist: Phase II randomised controlled 
trial (Ekers, Richards, McMillan, Bland & Gilbody, 2011)
Cost-effectiveness of therapist-delivered online cognitive-behavioural therapy for 
depression: Randomised controlled trial (Hollinghurst et al., 2010)
Guidelines for the management of depression: NICE work? ( Kendrick & Peveler,
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2010).
Is group psychotherapy effective in older adults with depression? A systematic review
(Krishna et al., 2011).
Prescribing for depression: A case study (Laird-Measures, 2010).
Five of the six articles (Cromarty et al., 2011; Ekers, et al., 2011; Hollinghurst 
et al., 2010; Kendrick & Peveler, 2010; Krishna et al., 2011) were extracted from an 
online database (UK PUBMED CENTRAL, 2010) where all NHS research funded by 
public organizations, is published (NHS, 2011c). Within this database the word that 
was used in the search engine was "Depress*' and the articles that were selected 
include the word 'Depress*' either on the title or as a key word. The most recent 
articles that fitted the above criteria were selected. Larid-Measures’ article was 
selected since it fits all of the above criteria and also is authored by a different in 
qualifications professional (Nurse Team Leader) in comparison to the authors of the 
other articles. This enriches the data as it provides the chance to include in the 
analysis constructions of different ‘social actors’ (Fairclough, 2001) that are involved 
in the construction of depression and the social activity of therapeutic intervention 
within the institutional practices of the NHS.
Credibility of the research
Within the discourse analytic tradition the notions of validity and reliability are 
problematic due to the different epistemological position that DA and social 
constructivism hold (Coyle, 2007). Since reality is constructed through texts and 
language (Willig, 2001c), firstly there is no ‘objective reality’ to compare the results 
with and secondly the researcher is part of the social context in which the 
phenomenon is being constructed and cannot be separated from the research as an 
‘objective observer’ (Taylor, 2001). Therefore, it has been suggested (Coyle, 2007; 
Taylor, 2001) that within the discourse analytic approaches credibility can be 
achieved through two ways. Firstly, the author needs to reflect on the role s/he played 
on the analysis and his/her own discourses and ideologies that informed the analytic 
process. Secondly, the result section needs to provide with as many examples as
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possible using raw data, in order to allow the reader to see the connection of the 
results with the text analyzed.
Both of these criteria have been met in the current research. On the discussion 
section the role of the researcher in the analytic process is thoroughly discussed. 
Furthermore, the results are presented using various extracts from the text analyzed. 
Understandably, this poses questions on the selection process of the extracts and why 
some were promoted in this report and others did not. This is a valid practical issue 
that is connected with the length restrictions of the paper and with the role of the 
researcher. However, the data are published articles that are available to the reader.
Results
Five discourses are presented here from which the writers of the texts analyzed 
drew upon to construct depression: depression as a mental or physical condition, 
depression within the medical context, depression in the psychological field, 
depression from a financial/managerial viewpoint and depression within the 
scientific/positivistic paradigm.
In all of the articles analyzed, depression was constructed as a condition that 
occupies different positions within the mental/physical spectrum. Using this as a 
starting point, the medical, the psychological, the managerial/financial and 
scientific/positivistic discourses were employed to construct depression as an 
‘abnormal’ condition and promote different legitimizations o f ‘treatments’, ‘services’ 
and groups of ‘professionals’.
Depression as a mental or physical condition: Body and mind, the legacy of 
Descartes
This discourse emerged across the texts and was consistent when negotiating 
depression as a condition that has either a mental or physical substance. In the texts 
analyzed, depression was placed on a mental/physical spectrum, somewhere between 
‘mental’ and ‘physical’. Positioning depression on such a spectrum was the basis to 
legitimize and negotiate institutional and social goals within the analyzed papers and 
set the scene for understanding the historical roots of the current discourses on the 
experience of depression.
156
In the seventeenth century, the French philosopher Descartes stressed the 
distinction between body and mind and his thinking has dominated Western culture 
since (Parker et al., 1995). Descartes’ dualism divides the human experience into 
physical and mental, and places individualism, consciousness and thinking, as the 
pivotal elements of the human condition (Parker et. al, 1995). The construction of 
mental and physical experiences, mind and body, arguably derives from this rhetorical 
development and was found to dominate the analyzed texts. Within this context, no 
alternative views where considered or discussed. Fore example, Metzinger (2009) 
argues that there is no such thing as a ‘self or ‘I’ and consciousness is a 
representational system that can be manipulated. Furthermore, Lacan (2002/1966) has 
argued that there is no unitaiy ‘I’and that the ‘subject’ is split between conscious and 
unconscious. The latter, is not only individual but also cultural.
However, according to Derrida (1973), it is language and ideology that 
constructs the individual and thus the mental and the physical experiences. The terms 
‘mental’ and ‘physical’ health, were not explained further anywhere in the body of the 
data and this distinction was treated throughout the texts as part of a well-known story 
of one’s culture. Talking about the divide between ‘mental’ and ‘physical’ as two 
different parts of an everyday story, the writers legitimize this construction of the 
human experience and nature, by placing depression on a discursively constructed 
spectrum. For example:
Second, we addressed the fact that although participants were asked to 
record secondary care specifically related to their depression, several 
reported out-patient appointments that appeared not to be for mental 
health issues.
(Holinghurst et al., 2010, p.299)
In this extract, there is a stated clear distinction between mental and physical 
health descriptions. Depression occupies the mental realm of experience and leaves 
the authors perplexed when patients describe symptoms that do not belong in the 
mental health campus.
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In Ekers et al. article, depression is constructed as a condition of the mind that 
is different from “organic brain disease” (p. 66-67). In Kendrick and Peveler’s (2010, 
p. 345) article, depression is clearly constructed as different from physical illness:
The National institute for Health and Clinical Excellence (NICE) 
recently updated its guidance on managing depression, adding specific 
guidance for depression in people with physical illness.
In the extract above, a person with depression clearly occupies a different 
subject position from a person with depression and physical illness. This is presented 
as a fact and there seems to be the expectation that the readers understand the meaning 
behind “depression” and “physical illness” and how these describe different 
conditions: the mental and the physical. Treating these labels as given, the text 
reproduces and legitimizes the divide between body and mind and places depression 
closer to the ‘mental’ end of the spectrum.
This move on the mental/physical spectrum is presented in a rather dilemmatic 
way on Cromatry’s et al. article. Here depression is constructed mainly as having 
biological/physical basis. Within this context, an ‘actual’ condition and a ‘believed’ 
one is being constructed. The ‘actual’ is the physiological, ‘real’ condition whereas 
the ‘believed’ one is of mental/psychological nature. For example, in the following 
extracts there is a clear distinction between “real risks of relapse” and “perceived risks 
of relapse”, ‘actual’ and ‘believed’ relapse:
Some clients appear to have a conflict between the medical advice 
given, the real risks of relapse upon withdrawal, the perceived risks of 
relapse upon withdrawal, and their own values, given many report a 
desire to be medication free. This is especially prominent when 
symptoms remit and service users find themselves symptom free for 
considerable periods of time yet remain on considerable doses of 
prescribed medication when they are no longer ill and there is little 
clear justification for continuation, (p. 78)
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Simply reducing dosage of a substance regarded as beneficial can lead 
to perceived threats, or at least concern of relapse, and indeed at one 
level is evidence-based.
While on a higher dose or when believing medication is actively 
working, such beliefs may not be activated and monitoring/scanning 
behaviours are less likely to be deployed. If these cognitive, 
behavioural, emotional and physiological processes were occurring 
during medication withdrawal it is plausible that clients and clinicians 
would construe the phenomenon as primarily biological in origin, 
caused by reduced dosage, (p. 79)
To sum up, in the texts analyzed the dominant in the Western culture 
conceptualization of the human experience was reproduced and further legitimized. 
Depression was negotiated within the mental/physical divide, and the Cartesian 
distinction between body and mind was treated as a factual reality.
This move on the mental/physical spectrum seems to be of great importance as 
it contributes to a variety of legitimizations and constructions of depression and of 
different ‘services’, ‘institutions’ and subject positions. Drawing mostly from the 
medical, the psychological, the financial/managerial and the scientific/positivistic 
discourses, the texts analyzed achieve different purposes, construct different ‘realities’ 
of depression and promote specific approaches and groups of professionals over other. 
This is being accomplished quite subtly as there is a common construction of 
depression as an ‘abnormal’ condition within the mental/physical divide.
Depression within the medical model
Within the ‘medical discourse’ depression is constructed as an ‘illness’ and a 
physiological, abnormal and medical condition. For instance:
This article explored the illness of depression using a case histoiy 
example.
(Laird-Measures, 2010,p. 525)
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Depression in late life is a highly prevalent condition and has 
unfavourable prognosis vrith the illness known to take either a chronic 
persistent or recurrent course (Beekman et al., 2002).
(Krishna et al., 2010, p. 331)
Drawing from the medical discourse, depression in late life is constructed 
above as a prevalent illness that is eligible for a prognosis of its course and that the 
prognosis is unfavourable. One can observe the physiological and medical 
construction of depression if one replaces in the above extract, the word “depression” 
with any suitable ‘physiological illness’ such as heart disease. Furthermore, the above 
extract legitimizes the ‘fact’ of the “illness” and positions the reader, in this case 
professionals, academics, researchers and even the public, as one that should treat 
depression as a serious medical condition that needs specific care. The citation of 
another author (Beekman et a l, 2002/" strengthens and legitimizes this position 
further since it implies existence of previous ‘research’ and ‘evidence’.
Within this rhetoric the medical model is maintained and legitimized. People 
“ill” with depression occupy the subject position of the patient that is in need of 
“care”, “treatment” and “therapy” and this ‘allows’ the health system to provide these 
kinds of interventions (Burr, 2003). In addition, a power dynamic between 
‘professionals’ and the ‘patient’ is created. The former are the ones that hold the 
knowledge and have the authority to “treat” the ‘illness’ whereas the latter is expected 
to accept the treatment and cooperate (Turner, 1987).
Des is a 62-year-old bus driver who self-reffered to this GP when his 
wife prompted him to take action. He had noticed a disturbance in his 
sleep pattern compared with the norm-he was waking up at 4:00am 
instead of 6:30am. He had lost his appetite, and noticed that his 
concentration was poor. He said he felt ‘flat’ compared with normal. 
The GP felt he had mild to moderate depression, gave him some self- 
help leaflets, and referred him to the Community Mental Health Team 
(CMHT).
(Laird-Measures, 2010, p.525)
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Prescribing decisions were made by the CPN based on clinical 
assessment, presenting features, her knowledge and skills, and in 
consultation with Des, his wife and at time the Consultant Psychiatrist.
(Laird-Measures, 2010, p.530-531)
Depression is a symptomatic condition (e.g. flat emotional reaction, loss of 
appetite, poor concentration) that requires specific institutional care (CMHT). 
Interestingly, in the first extract, the existence of a ‘normal’ sleeping pattern and 
emotional reaction is treated as a fact. This implicitly constructs depression as an 
abnormal condition. Furthermore, the subject position of the ‘professional’ or the 
‘expert’ is evident here. The GP, the Community Psychiatric Nurse (CPN) and the 
Consultant Psychiatrist occupy the position of someone who diagnoses a condition 
and decides on the course of institutional action. Des, occupies the subject position of 
the ‘patient’ that has no agency in the course of ‘treatment’, has no ‘skills’ or 
‘knowledge’ and his role is limited to consulting with the ‘experts’. This serves the 
legitimization of specific ‘professionals’ and services in the ‘treatment’ of depression.
Furthermore, in Kendrick’s and Peveler’s (2010) article the text negotiates the 
NICE guidelines’ focus on the ‘medical model’. Interestingly, such a reference to the 
medical focus of the NICE guidelines, appears usually in articles criticizing the 
medical model. In this instance however, it serves to further legitimize and construct 
depression as an illness that requires professional care:
However, despite this increased emphasis on the individual experience 
of depression, the guidelines still adopt an essentially medical model, 
albeit with psychological therapies as one type of intervention. This is 
inherent in the underlying NICE framework, which starts from a 
medical model and relies for its evidence primarily on the results of 
randomized controlled trials. In common vrith all other national 
guidelines on depression, they do not address to any significant extent 
social issues which may affect the likely response to treatment in 
individual patients such as adverse life events or social support, (p.
345)
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The negotiation of the nature of the NICE guidelines and their adoption of the 
‘medical model’ seems to be what Parker (1992, p. 14) described as “folding and 
reflecting” on the discourse the authors are drawing from. Here, the text negotiates the 
discourse that is employed. By doing this, a dilemmatic polarity between 
individual/physical and social/contextual is created only to further reinforce the 
physiological and ‘ill’ nature of depression. The depressed continues to occupy the 
subject position of the ‘patient’ and the implications of the social/contextual factors 
stretch their influence as far as the ‘treatment’ and not depression itself. Furthermore, 
the construct of ‘response to treatment’, drawing from the medical discourse, seems to 
put the blame of unsuccessful treatment results in other, social factors and thus further 
legitimizes depression as an illness. In other words, the ‘abnormality’ or ‘disorder’ 
still lies within the individual (Parker et al., 1995). According to Turner (1987) the 
patient within the medical model is seen as holding responsibility to cooperate with 
the treatment and in the case of the extract above, if the patient is not responding to 
treatment, then social factors might be to blame.
Depression and the psychological discourse: the other side of pathology.
Leaning towards the ‘mental’ end of the mental/physical spectrum and 
drawing from a psychological discourse, depression in the data is also constructed as a 
condition of the mind. However, depression is still being negotiated as an abnormal 
state that requires care and professional input. The construction of a ‘psychological 
abnormality’ seems to serve the same purposes with the medical approach since it 
pathologizes the experience of depression and reinforces the subject positions of the 
‘mentally ill’ and the ‘patient’.
In the articles that were analyzed the reference to psychological therapy was 
mainly focused on Cognitive Behavioural Therapy (CBT):
The standard CBT approach to depression is Beck’s cognitive therapy, 
which uses both behavioural and cognitive strategies to identify, 
question and modify maladaptive thought processes, life rules and core 
beliefs.
(Ekers et al., 2011, p. 66)
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This in itself is a good starting point to show how the psychological discourse 
pathologizes the experience of depression. CBT is a specific kind of ‘therapy’. This 
draws from the medical discourse and is a good example of how the terms and 
discourses are enmeshed together. ‘Therapy’, stemming from a medical tradition, is 
part of a psychological rhetoric as well. Furthermore, the word ‘therapy’ in CBT 
implies the existence of a condition that requires treatment. It constructs the subject 
position of the receiver of such treatment i.e. the ‘patient’, who is eligible for therapy 
and the subject position of the therapist who is the one to provide such intervention. 
This is being achieved within the psychological discourse since apart from the word 
‘therapy’ there is no explicit sign of the medical discourse and the medical model. 
Psychopathology and mental abnormality are evident within a psychological 
discourse.
It is argued therefore, that both the medical and psychological discourses 
construct, preserve and further legitimize pathology in depression. The medical and 
the psychological discourses seem at times enmeshed as the latter uses medical terms 
such as ‘therapy’ and ‘relapse’ as part of the psychological rhetoric. The difference is 
in the position they acquire on the mental/physical spectrum and the goals that this 
serves. Within psychological discourses, the treatments that are being promoted and 
legitimized are psychological in contradiction to medical or pharmacological. By 
adopting medical terminology, the psychological discourse achieves these 
legitimizations in a subtle way, avoiding explicit opposition to the dominant medical 
discourse. This comes with various organizational and political implications since it 
leads to the promotion and marginalization of different services.
Depression in older people is widely under-recognized and 
undertreated (NIMH, 2007). The preferred mode of treatment is mainly 
pharmacological (Hanson and Scogin, 2008; Ford and Sbordone,
1980), although more than 25% of depressed older adults prefer to be 
treated with psychotherapy rather than with pharmacotherapy.
(Krishna et al., 2010, p. 332)
Primary care treatment of depression has relied largely on 
antidepressant medication, although there are concerns about the levels
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of prescribing and, for some patients, safety of some antidepressants. 
Psychological therapies are popular and patient satisfaction is greater 
than with usual care; cognitive-behavioural therapy (CBT) is often 
preferred as it has the largest evidence base.
(Hollinghurst et al., 2010, p. 297)
In the extracts above psychological therapy is legitimized in contradiction to 
pharmacotherapy. This is achieved by constructing the former as being distinct in 
nature and better in quality from the latter, in “treating” depression. Pharmacotherapy 
is constructed as dominating “usual care” and being the “preferred mode of 
treatment”. This allows psychological therapy to take the place of a rather novel and 
fresh alternative in comparison to the established practice. Furthermore, treating the 
patients’ preference to psychological therapies as a fact, further serves the 
legitimization of psychological therapy as a preferable and ‘user-friendly’ alternative. 
Interestingly, the text focuses on pharmacotherapy and medicine is not explicitly 
placed in opposition to psychology. This serves to avoid any conflict with the 
dominant discourse and negotiates the risks of marginalizing psychology in the 
institutional and political arena.
Depression and the managerial/financial discourse
Evident in the data was a financial/managerial discourse that negotiated 
depression and its ‘treatment’, firstly as affecting the productivity of the individual 
and thus the political and societal place that s/he occupies in the productive process. 
Secondly, within the financial/managerial discourse, depression is negotiated as a 
financial phenomenon or problem that needs to be managed accordingly and in a 
logistic, profit/expenditure focused way. Within this rhetoric, the ‘patient’ becomes on 
the one hand the ‘client’ or the ‘service user’ and on the other hand a ‘non-productive 
member of the workforce’. Furthermore, the effectiveness of treatment is ‘calculated’ 
in terms of cost. For instance:
In the clinical practice guidelines published by the British 
Psychological Society, the authors suggest a figure of about £424 per 
patient for direct treatment costs during a 6-month period. The more
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recent study by the King’s Fund offers an estimate of annual service 
costs of £2085 per patient. Both studies agree that the cost of lost 
productivity due to depression is considerable; the King’s Fund study 
puts this at £7.5 billion a year.
(Hollinghurst et al., 2010, p. 297)
In the extract above, the economical and political implications of depression 
on society and the individual are constructed. Depression is a condition that requires a 
specific service that ‘costs’ society money. Furthermore, the ‘depressed’ is not as 
productive ‘as normal’ and this also implies financial loss for the society. Depression 
continues to be an ‘abnormal’ condition of the individual that influences the finances 
of the state and society.
The aim that such a discursive positioning serves is arguably the legitimization 
of different therapeutic approaches and groups of professionals. By drawing from the 
financial/managerial discourse, some authors legitimize and marginalize different 
therapeutic approaches and services.
One possible solution would be to provide group based rather 
than individual psychotherapy. Steuer et al. suggested that 
group therapy works effectively because it offers peer support, 
mitigates social isolation, encourages shared empathy and 
provides a context for peer feedback help from the group. It 
may also be cost effective (Steuer et al., 1984).
(Krishna et al., 2010, p. 332)
The text above promotes and legitimizes a specific kind of psychological 
therapy drawing mostly from the psychological discourse (e.g. empathy, peer 
support). The financial/managerial discourse further strengthens this goal. The citation 
of another author provides the ‘evidence’ for this and constructs this view as a fact. 
Furthermore, group therapy is being placed in comparison to “individual 
psychotherapy” in a dilemmatic way that creates a further polarity within the 
psychological approach.
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The use of financial/managerial discourse to legitimize different therapeutic 
approaches to depression is also evident on the extract below:
These findings led Jacobson et al and Jacobson and Gortner to put 
forward a parsimony argument in favour of behavioural activation: if 
CBT and behavioural interventions are equally effective, then 
behavioural ones may be preferable because they are simpler to deliver 
and can therefore be delivered more economically by professionals 
with less training. Were this to be the case, this would have substantial 
implications for the organization and delivery of treatments.
(Ekers et al., 2011, p. 66)
Ekers et al. claim to set out to “assess the parsimony argument in favour of 
behavioural activation” (p. 66). On the extract above, they present this argument as 
the main reason for their research. From a discursive viewpoint however, it is 
interesting how the financial/managerial discourse is used to legitimize a specific 
approach to ‘treating depression’. Depression is still constructed as an abnormal 
condition that requires ‘therapy’. However, the kind of treatment that is being 
promoted and the group of ‘professionals’ or ‘experts’ that are going to apply it, 
becomes a matter of assessing costs and profits. Interestingly, this rhetoric is being 
treated as adequate enough to legitimize the specific therapeutic approach. Arguably, 
this reflects a broader discursive culture around economics and shows how ‘clinical’ 
decisions are being made based on finances of the government or the state and how 
the institutional power of the latters is being instilled and legitimized to the 
professionals, researchers and the lay public. Furthermore, it shows how ‘scientific’ 
papers on depression align their rhetoric to the dominant political and financial 
climate of the Western world.
Depression within the scientific/positivistic paradigm. The discourse of ‘evidence’
All of the articles analyzed were found to draw at times from the 
‘Scientific/positivistic’ discourse. Reproducing and further legitimizing the ‘scientific 
method’ (Lyons, 2007), the ‘Scientific/positivistic’ discourse constructs the empirical 
perception of the world. The latter, refers to the understanding of the world that
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derives from the categorization of our perceptions that are considered to have a 
straightforward relation to the ‘truth’ (Lyons, 2007). Within this discourse ‘evidence’ 
is constructed in an attempt to ‘prove’ the existence of such a ‘truth’ in an empirical 
and positivistic way. By referring to ‘evidence’ and by constructing ‘evidence’ in the 
form of ‘valid’ research papers in a seemingly cyclical process, ‘reality’ and in this 
case depression, acquires a factual solidarity and is treated as unquestionable.
Four of the six texts analyzed (Cromarty et al., 2010; Ekers et al.,
201 l;Hollinghurst et al., 2010; Krishna et al., 2010) are structured in accordance to 
the Research/Academic way of producing evidence (Objective/Aims, Method,
Results) whereas the other two (Kendrick & Peveler, 2010; Laird-Measures, 2010) 
refer to evidence and use them as given facts that construct the reality of depression.
Within this positivistic rhetoric, depression is constructed as an ‘actual’, ‘real’ 
condition that is measurable and thus ‘scientifically’ proven. This not only achieves 
the legitimization of the abnormal and pathological nature of depression but in the 
articles analyzed, it legitimizes different services and treatments that produce 
measurable and assessable results.
The primary clinical outcome used for depression symptoms was the 
Beck Depression Inventory (BDI H), with a score range of 0 to 63 (0- 
13 minimal, 14-19 mild, 20-28 moderate, 29-63 severe). Secondary 
outcome measures looked at functioning using the Work and Social 
Adjustment Scale (WSAS) and satisfaction using the Client 
Satisfaction Questionare (CSQ-8).
(Ekers et al., 2011, p. 67)
A single case AB style design has been chosen, as it is a naturalistic 
observational study; the design allows more detailed measurement of 
variables related to process and outcome of an individual treatment
(Cromarty et al., 2011, p. 82)
The ‘Scientific/positivistic’ discourse is evident on the above extracts and 
depression is being constructed as ‘measurable’. This creates a positivistic divide 
between normal and abnormal, healthy and unhealthy. Similarly, the efficacy of the
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treatment (“outcome”) is negotiated in the same manner, as able to be assessed and 
measured.
Therefore, within the articles analyzed, the ‘Scientific/positivistic’ discourse 
serves to legitimize services and treatments that approach depression as a 
‘diagnosable’, ‘measurable’ condition and that produce ‘measurable’ and ‘assessable’ 
outcomes. In a broader and historical context, the production of ‘evidence’ and 
‘scientific truth’ within the ‘Scientific/positivistic’ discourse, further strengthens the 
institutional powers that have historically been developed in the field of general and 
mental health.
To conclude, it has been shown how different discourses are being employed 
to construct depression differently and legitimize distinct services, therapeutic 
approaches and groups of professionals. This is being achieved in a quite subtle way 
as in every case and wdthin all of the discourses that were identified, depression is 
constructed as an ‘abnormal’ mental and/or physical condition that requires some kind 
of institutional intervention from ‘professionals’. This common construction allows a 
variety of legitimizations without creating conflict with the dominant western 
understanding of the human experience stemming from the dualism between body and 
mind and the well established foundations of psychopathology. Commencing fi'om 
this common baseline, it has been shown how different discourses are employed to 
accomplish various legitimizations.
Discussion
Results obtained in the research are in agreement wdth the literature emerging 
from a discourse analytic and social constructivist tradition in examining depression 
(e.g. Galasinski, 2008; Lee, 2002; Sadler, 2005). The discourses identified within the 
analyzed papers showed how particular discursive goals within contemporary 
‘scientific research’ are being achieved. These refer to the legitimization and 
promotion of different social and discursive practices (Foucault, 1972) within health 
in general and mental health in particular.
Coexisting under the umbrella of the abnormal nature of depression, the texts 
analyzed negotiate different practices in regards to treating depression and providing 
different services. Inevitably, this leads to a subtle but quite evident power struggle 
between different groups of professionals. Whether it is pharmacotherapy or distinct
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psychological therapies, which one is promoted negotiates the positioning of each 
approach on the dominant state. In the same manner, being cost-effective and/or 
‘scientifically proven’ in the form of ‘evidence’, negotiates further the hegemonic 
(Gramsci, 1971) status of each approach. The subtlety of this negotiation lies in the 
common agreement of depression being an abnormal/pathological position.
Through this process, research on the nature of depression other than an 
abnormality of the individual, is not considered and alternative social approaches are 
being marginalized. For example, Piccinelli and Wilkinson (2000) discuss the 
influence of the social context in depression and Wiener and Marcus (1994) critique 
the individualization of depression which according to Allwood (as cited in Parker et 
al., 1995) serves to pathologize the person instead of political and societal practices. 
The results suggest that within the culture of the contemporary discourses on 
depression, the ‘patient’ is subjectified as an ‘ill individual’ in need of ‘expert’ 
treatment. Social, political and financial factors that might contribute to his/her 
condition, for example unemployment, consumerism, immigration, are not considered 
as depression ‘exists’ in the individual (Parker et al., 1995).
Furthermore, the ‘depressed’ stops being the focus of this construction and 
rather political and institutional goals come in place in the expense of the client. The 
results suggest a lack of pluralism in the construction of depression that would allow 
the acknowledgement of different perspectives of the individual experience and of the 
ways to help someone in distress (McAteer, 2010). A good example is the use of the 
‘Managerial/financial’ discourse that arguably de-humanizes the clinical practice as it 
transforms it to financial profit/expenditure orientated practices.
In conclusion, drawing from historically dominant discourses and dealing with 
the constructions of depression as facts, in order to promote specific ways to 
understand and ‘treat’ depression, the texts analyzed accomplish various institutional, 
social and political goals. These result to the marginalization of alternative views on 
the nature of depression as an individual pathology and place the interest of the 
‘depressed’ in the margin. This is achieved within the solidarity of the factual nature 
of the texts’ ‘truth’, the reproduction of the Cartesian conceptualization of human 
experience and through the ‘scientific’ status and structure of the texts analyzed.
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Limitations of the study
The criteria used for the selection of the articles analyzed, even though well 
explained in connection to the aims of the current research, were arbitrary. Due to the 
author’s psychological background and the nature of this paper being a part of a 
doctoral thesis in Counselling Psychology, articles that focus on different disciplines 
(e.g. biology, biochemistry) were not included. Furthermore, the number of the 
articles analyzed seems rather small to produce general assumptions about the 
construction of depression within mental health or even society. Similarly, the fact 
that the authors of the articles analyzed work in the NHS, should not be used to imply 
general assumptions about the professionals within the national health provider in UK. 
However, it is quite safe to argue that the data, being substantial research papers that 
are considered well accepted, ‘evidence’ producing processes, adequately reflect the 
contemporary, dominant constructions of depression.
From a discursive analytic perspective, it is assumed here that it is impossible 
for the researcher to occupy an objective position in regards to the data and the 
analytic process (Coyle, 2007). The author accomplishes various actions and social 
goals as he writes these very words. Moreover, he is part of the same social, cultural 
and historical context that the data and depression are being constructed. The present 
paper is itself a text that is eligible for DA and has a performative social function. The 
existence of such subjectivity poses the need for a reflective section not only due to 
credibility reasons but to also situate this paper on the broader social context within 
which it is constructed.
Reflections, the role of the researcher. To begin with, arguably this study 
presents some methodological and epistemological inflexibility. The method adopted 
here follows a discourse analytic approach on the historical nature of discourse and its 
implications for the legitimization of social, political and institutional goals (Edley, 
2001; Foucault, 1973,1976, 1979,1980; Whetherell, 1998). This seems to be the 
‘fact’ and the ‘fixation’ of the current paper that by default rejects an epistemological 
position around depression as actually being a physiological or mental pathological 
condition that exists in disconnection to society. The interpretation of the results, the 
analytical process and the extracts portrayed above were evidently influenced by this 
position. However, it is argued that by providing the raw data, the reader can develop 
an informed opinion on the credibility of the results and their existence in the texts
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analyzed. Furthermore, the epistemological and analytical ways through which the 
author treated the data is not denied and has been thoroughly explained in the 
introduction.
Moreover, the author comes from a Counselling Psychology background that 
is “postmodern and multi-modal in nature, with a bent towards a holistic perspective 
that is attentive to issues as they manifest in psychological therapy, research, 
individual lives and the wider world” (Milton, 2010, p. xxiii). This informed the 
analysis as it provided with an insight of the identity and historical status of 
psychology in connection to other disciplines and the struggles and challenges it faces 
in situating itself within mental health and different services. It also informs a critical 
approach to psychology itself as it brings a broader and integrative understanding of 
different realms within psychology and psychopathology, and thus acquires sensitivity 
in identifying issues of marginalization of a more pluralistic approach to human 
distress and depression in particular. Therefore, the results of the present paper are in 
alignment with the Counselling Psychology tradition and undoubtedly informed the 
analytical process.
Ethical issues
Within the research no explicit ethical issues or problems emerged. The 
analysis examined publicly available research papers on depression that have been 
approved by the appropriate ethics committee where applicable. However, the present 
research entails implicit ethical issues on a social and organizational level in mental 
health and depression. By addressing the constructed nature of reality it challenges the 
positivistic approaches within mental health and the care that clients have access to. It 
acquires a rather critical stance against the foundations of understanding depression 
within the current system and challenges the power dynamics of the dominant 
discourses.
In terms of ethics, one needs to consider the social and practical implications 
of such a position on the service users and staff members. The results aim to enhance 
and facilitate an understanding of the discourses around depression and suggest 
fruitful changes to address the subjectivity of the ‘realities’ of the condition and the 
social goals that these achieve. However, it is essential that this does not lead to an 
inflexible and radical deconstruction and dismissal of the current status quo. What
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needs to be stressed is that regardless of the constructive nature of social realities, they 
consist of entities that have a real impact in our social lives and should be treated as 
such. Whether depression is a physical or mental condition, an illness or a product of 
social processes, it does not make it less real and less in need to be addressed as such. 
Therefore, it is hoped that the present paper adds to a broader, political and social 
understanding of depression and institutional practices with the aim to enhance the 
flexibility and openness to continuing change and development in accordance to 
people’s needs within a broader social context.
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Appendix I 
Reflections on the use of self in the research
It is funny, as I read the title of this section I immediately find myself thinking 
that it implies the existence of a ‘self. Moreover, this ‘self has influenced the 
research or should be ‘used’ in the research process. I guess this is the price of 
conducting Discourse Analysis. The world is now fiill of constructions, subject 
positions and linguistic actions. I write from the subject position of the Counselling 
Psychology trainee, the position of a researcher and of a reflective practitioner. You, 
the reader, are positioned as the examiner, the professional, the fellow researcher. So 
in a way, ‘the self or better ‘my self is being constructed in accordance to the 
demands of this section. Both you and I, we are positioned through the text and by the 
text; quite a radical way to view ‘reality’. Being aware of these implications, I am not 
suggesting that what I am writing in this section is not an ‘honest reflection’. I am 
aware however, that the context within which I am writing these very words, has 
already set the scene and that as I write, I construct rather than merely communicate, 
‘my reflections’.
Working within the NHS for the past two years, I have been coming across 
labels of ‘mental illness’, their nature and their ‘treatment’. The language, the 
guidelines, other disciplines, all seem attuned to a specific way of viewing mental 
health. It is a frustrating realization that within this culture, the uniqueness of the 
individual is lost and the ‘disorders’ are seen more and more in disconnection to the 
client’s phenomenology, his/her life conditions, and society. This frustration has 
fueled my interest in Social Constructivism and Discourse Analysis in particular. 
However, it has also posed a challenge, as I was aware of the risks that this could 
develop into an inflexible rejection of any construction, any medical service and any 
pathology. In a sense, I had to deconstruct this position as well, and see what such a 
discourse does.
It is from this viewpoint that I was able to hold both positions and approach 
the inflexibility of the contemporary constructions of depression but also tame my 
frustration around it. I reflected on my political and social views on pathology and 
attempted to create a paper that is not about deconstruction and rejection, but it is 
about pluralism, development and fruitful critique. However, feelings of frustration 
and excitement never left me during the research process. There were times that I
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wanted to shout at the writers of the articles I analyzed, that the way they see 
depression is not the only way. I felt I wanted them to see how the world can be 
different from how it is constructed within the medical and contemporary 
psychological discourse. I wanted to show to the writers, the professionals and the 
public, the institutional, social and political actions each position performs.
But did I have anything to offer as an alternative or was I there only for the 
fuss? It was this question that grounded me and brought me in touch with my 
responsibilities as a researcher towards mental health, services, professionals and 
clients. In my view. Discourse Analysis offers a meta-understanding of social ‘reality’ 
and practices. When we are in the position of understanding what our ways of seeing 
reality and depression in particular, ‘does’ in a social, institutional and political level, 
then we are able to see the alternatives, discuss with everyone involved and 
collaboratively decide the way forward. If we question the ‘truth’ we are then able to 
construct one that is multidimensional and freeing. One that is flexible and re- 
negotiable at any time.
This is a romantic and rather utopian position. Who is to decide which 
construction is going to be promoted and from which position? What purposes does 
this serve? The issue of power is evident here. Whichever legitimization is achieved 
implies a power position and by default marginalization of other discourses. Even by 
promoting pluralism and social constructivist views, other approaches are lost. 
Specific institutional practices are promoted and others are discarded.
I am quite inclined to accept that wherever there is language, construction and 
legitimization, there is power. This seems to be an impasse impossible to overcome. 
However, I also accept the right of societies to self-regulate. The negotiation of the 
realities of depression or any other social label is a collective process. Every member 
of a society is involved in a collective negotiation of the social life and reality, and the 
relations and power is constantly questioned through discursive practices. Becoming a 
Counselling Psychologist, a researcher but also by being an active member of the 
community, I consciously take part in this negotiation, practicing my right to play a 
role in my society’s self-regulation. I am also aware, that the ‘expertise’ and 
‘knowledge’ that my position as a Doctor and a Counselling Psychologist comes with, 
has implications on my place and status in this societal negotiation. However, 
arguably this is another construction and is subject to further negotiation and change.
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To me, this is the gift of Social Constructivism and Discourse Analysis. To gain an 
insight on how discursive practices create our collective realities and what part I play 
in this, in various contexts from different subject positions at different times in my 
personal history. It provides a different quality of self-awareness on a linguistic and 
social level. Understanding language as a social practice, fosters the personal 
responsibility and agency to consciously and responsibly attend social life.
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Appendix II 
Sample of texts analyzed
Behavioural and Cognitive Psychotherapy, 2011, 39, 77-97 
First published online 20 September 2010 doi;10.1017/S1352465810000512
Cognitive Behaviour Therapy for Withdrawal from Antidepressant Medication: A Single Case
Series
Paul Cromarty , Jaime Jonsson, Steve Moorhead and Mark H. Freeston
Newcastle Cognitive and Behavioural Therapies Centre, Northumberland Tyne and Wear 
PIHS Foundation Trust, and Newcastle University, UK
Background: Research has clearly established the efficacy of pharmacotherapy and cognitive 
behaviour therapy (CBT) for depression. There is less literature addressing cessation of treatment, such 
as relapse during withdrawal from antidepressant medication. Aims: The current study examines the 
role of psychological constructs that may influence relapse or fear of relapse and lead to resumption of 
medication. This hypothesizes that during withdrawal individuals may misinterpret normal variations in 
mood and dysphoric or other symptoms as reduced levels of medication in their bodies in keeping with 
a simplistic rationale for antidepressants. Method: The study uses an intensive single case AB style 
design in three cases during the withdrawal process. All participants had been treated with CBT plus 
antidepressants and had previously attempted to withdraw from antidepressants. The first part of the 
study naturalistically tracks belief changes as medication decreases; the second examines changes in 
these if/when a CBT intervention is introduced due to relapse or potential near-relapse. Daily self­
monitoring diaries were used to measure target variables, together with standardized questioimaires up 
to 6 months follow-up. Results: Changes in symptoms, appraisal of symptoms, and beliefs about 
medication changed throughout the study. All participants remained medication free at 6 months 
follow-up. Two cases received CBT intervention due to possible relapse; the third underwent an 
unproblematic withdrawal. Conclusions: Patterns of change are discussed in terms of current 
approaches to medication
cessation and the role of CBT during withdrawal.
Keywords: Cognitive behaviour therapy, antidepressants, relapse, withdrawal, depression, 
single case design, SSRIs.
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Introduction
The evidence base for both pharmacotherapy and CBT has resulted in them featuring prominently in 
the National Institute for Health and Clinical Excellence (NICE) Guidelines for depression (2004). In 
contrast, there is a relative lack of evidence to address problems that may arise at the end of therapy, 
such as relapse on cessation of treatment, especially during withdrawal from medications such as 
Selective Seretonin Reuptake Inhibitors (SSRIs). Although there are strong evidence-based 
recommendations for the use of both antidepressants and CBT, there are only “C” graded statements 
addressing discontinuation, meaning “This grading indicates that directly applicable clinical studies of 
good quality are absent or not readily available” (NICE, 2004, p. 43). Estabhshed practice, and now 
enshrined in NICE guidance, indicates that combined CBT and antidepressant medication are 
recommended for both antidepressant resistant depression and relapse from antidepressant treatment. 
From the authors' chnical observations, certain chents (with depression, panic and obsessive- 
compulsive disorder) who relapse following SSRI withdrawal appear to experience an increase in 
negative beliefs and interpretations, similar to those targeted earlier in therapy. Further, depending on 
the model that has been presented to them, clients at the end of therapy or during follow-up may 
attribute any increase in symptoms as a sign of reduced levels of serotonin. They may have httle 
opportunity to re-apply CBT to these symptoms as a typical patient request to, or response by, the 
prescribing doctor may be to increase the dose, and often the problem does resolve. This may then be 
seen as good relapse prevention practice, but can also reinforce clients’ perceptions that they may not 
be able to cope without SSRIs or equivalent medication. Some clients appear to have a conflict between 
the medical advice given, the real risks of relapse upon withdrawal, the perceived risks of relapse upon 
withdrawal, and their own values, given many report a desire to be medication free. This is especially 
prominent when ^mptoms remit and service users find themselves symptom free for considerable 
periods of time yet remain on considerable doses of prescribed medication when they are no longer ill 
and there is little clear justification for continuation.
International Journal of Geriatric Psychiatry
Is group psychotherapy effective in older adults with 
depression? A systematic review
Murali Krishna 1, y, Archana Jauhari Iz, Peter Lepping Ix, Jim Turner 26,
David Crossley Ik and Ashok Krishnamoorthy 3#
1 NHS Wales, Betsi Cadwaladr University Health Board, Wrexham, UK
2 Department of Clinical Audit & Effectiveness, NHS Wales, Betsi Cadwaladr University Health 
Board, Wrexham, UK
3 Mossley Hill Hospital, Liverpool, UK
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Correspondence to: Dr M. Krishna, E-mail: murali.krishna@wales.nhs.uk
y Consultant Psychiatrist, 
z Higher specialist trainee in psychiatry.
§ Consultant Psychiatrist and Associate medical director 
Ô Senior Research Fellow, 
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# Higher speciahst trainee in psychiatry.
Objective: Earlier reviews and meta-analyses have consistently concluded that psychological treatment 
of depression is effective in older adults. We conducted a systematic review randomised controlled 
trials of group psychotherapy to present the best available evidence in relation to its effectiveness in 
older adults with depressive disorders.
Methods: Electronic databases were searched to identify randomised controlled trials. Selected studies 
were quality assessed and data extracted by two reviewers.
Results: Six trials met the inclusion criteria. The trials included in the review examined group 
interventions based on the cognitive behavioural therapy (CBT) model with active therapeutic 
interventions or waiting list controls. Group psychotherapy is an effective intervention in older adults 
with depression in comparison to waiting list controls, the overall effect size is very modest (MD %
3.92, 95%CI: 6.18, 1.67). The reported benefits of group intervention in comparison to other active 
interventions did not reach statistical significance. The benefits of group psychotherapy were 
maintained at follow-up. The quality of the studies varied and studies were heterogeneous.
Conclusions: Although quality of many studies was not optimal, the results of this meta analysis 
support the results of earlier meta analyses. Group cognitive behavioural therapy is effective in older 
adults with depression. Copyright #2010 John Wiley & Sons, Ltd.
Key words: depression; group therapy; geriatric
History: Received 6 January 2010; Accepted 16 April 2010; Pubhshed online 23 October 2010 in
Wiley Online Library
(wileyonlinelibrary.com).
DOI: 10.1002/gps.2546
Background
Depression in late life is a highly prevalent condition and has an unfavourable prognosis with the 
illness known to take either a chronic persistent or recurrent course (Beekman et al., 2002). Older adults 
with depression have increased rates of disability, reduced quality of life and increased mortality 
(Alexopoulos et al., 1996). Depression is commonly accompanied by multiple medical illnesses (Ranga 
et al., 2002) and is also thought to be a strong risk factor for suicide among older adults (Mann et al..
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2005; Juurlink et al., 2004). This makes early diagnosis and treatment of depression in the older an 
important concern in clinical practice. The British National Institute of Clinical Excellence guidelines 
for depression recommends the use of psychotherapy either on its own or with medication in mild to 
moderate depression (NICE, 2009). Depression in older people is widely under-recognised and 
undertreated (NIMH, 2007). The preferred mode of treatment is mainly pharmacological (Hanson and 
Scogin, 2008; Ford and Sbordone, 1980), although more than 25% of depressed older adults prefer to 
be treated with psychotherapy rather than with pharmacotherapy. Combining psychotherapy and 
antidepressants may be viewed as most acceptable by community-dwelhng, non-depressed older adults 
(Hanson and Scogin, 2008). Cognitive and behavioural psychotherapies as well as interpersonal therapy 
have the most empirical support in treating geriatric depression (Bartels et al., 2002; Blazer, 2003; de 
Mello et al., 2005). Interpersonal psychotherapy may improve interpersonal functioning, whereas CBT 
appears to have an enduring effect that reduces subsequent risk following treatment termination (Hollon 
et al., 2005).
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Appendix HI 
Journal for possible submission
British Journal of Social Psychology 
Author Guidelines
The British Journal of Social Psychology publishes original papers in all areas of 
social psychology. Topics covered include social cognition, attitudes, group processes, 
social influence, intergroup relations, self and identity, nonverbal communication, and 
social psychological aspects of personality, affect and emotion, and language and 
discourse. Submissions addressing these topics from a variety of approaches and 
methods, both quantitative and qualitative are welcomed.
We publish papers of the following kinds:
• Empirical papers that address theoretical issues
• Theoretical papers, including analyses of existing social psychological theories and 
presentations of theoretical innovations, extensions, or integrations
• Review papers that provide an evaluation of work within a given area of social 
psychology and that present proposals for further research in that area
• Methodological papers concerning issues that are particularly relevant to a wide 
range of social psychologists
1. Circulation
The circulation of the Journal is worldwide. Papers are invited and encouraged from 
authors throughout the world.
2. Length
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The word limit for papers submitted for consideration to BJSP is normally 7000 
words. This does not include the abstract, reference list, tables and figures.
Appendices however, are included in the word limit. The Editor retains discretion to 
publish papers beyond this length in cases where the clear and concise expression of 
the scientific content requires greater length (e.g., a new theory or a new method).
3. Submission and reviewing
All manuscripts must be submitted via http://www.editorialmanager.com/bisp/. The 
Journal operates a policy of anonymous peer review.
4. Manuscript requirements
• Contributions must be typed in double spacing with wide margins. All sheets must 
be numbered.
• Manuscripts should be preceded by a title page which includes a full list of authors 
and their affiliations, as well as the corresponding author's contact details. A template 
can be downloaded from here.
• Tables should be typed in double spacing, each on a separate page with a self- 
explanatory title. Tables should be comprehensible without reference to the text. They 
should be placed at the end of the manuscript with their approximate locations 
indicated in the text.
• Figures can be included at the end of the document or attached as separate files, 
carefully labelled in irtitial capital/lower case lettering with symbols in a form 
consistent with text use. Unnecessary background patterns, lines and shading should 
be avoided. Captions should be listed on a separate sheet. The resolution of digital 
images must be at least 300 dpi.
• All articles should be preceded by an Abstract of between 100 and 200 words, giving 
a concise statement of the intention, results or conclusions of the article.
• For reference citations, please use APA style. Particular care should be taken to 
ensure that references are accurate and complete. Give all journal titles in full.
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• SI units must be used for all measurements, rounded off to practical values if 
appropriate, with the imperial equivalent in parentheses.
• In normal circumstances, effect size should be incorporated.
• Authors are requested to avoid the use of sexist language.
• Authors are responsible for acquiring written permission to publish lengthy 
quotations, illustrations, etc. for which they do not own copyright.
• For guidelines on editorial style, please consult the APA Publication Manual 
published by the American Psychological Association.
5. Brief Reports
Brief reports should be limited to 3,500 words (including abstract, but excluding 
references, tables, and figures). Abstracts should not exceed 120 words. Brief reports 
may include research studies but we also welcome theoretical contributions. Paper 
evaluation will focus on the theoretical contribution, innovation and relevance to the 
Journal. Brief reports will be treated as a priority during the review process and they 
will also be prioritized once they are accepted.
6. Supporting Information
BJSO is happy to accept articles with supporting information supplied for online only 
publication. This may include appendices, supplementary figures, sound files, 
videoclips etc. These will be posted on Wiley Online Library with the article. The 
print version will have a note indicating that extra material is available online. Please 
indicate clearly on submission which material is for online only publication. Please 
note that extra online only material is published as supplied by the author in the same 
file format and is not copyedited or typeset. Further information about this service can 
be found at http://authorservices.wilev.com/bauthor/suppmat.asp
7. Copyright
Authors will be required to assign copyright to The British Psychological Society. 
Copyright assignment is a condition of publication and papers will not be passed to 
the publisher for production unless copyright has been assigned. To assist authors an
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appropriate copyright assignment form will be supplied by the editorial office and is 
also available on the journal’s website at
http://www.blackwellpublishing.com/pdf/CTA BPS.pdf. Government employees in 
both the US and the UK need to complete the Author Warranty sections, although 
copyright in such cases does not need to be assigned.
8. Colour illustrations
Colour illustrations can be accepted for publication online. These would be 
reproduced in greyscale in the print version. If authors would like these figures to be 
reproduced in colour in print at their expense they should request this by completing a 
Colour Work Agreement form upon acceptance of the paper. A copy of the Colour 
Work Agreement form can be downloaded here.
9. Pre-submission English-language editing
Authors for whom English is a second language may choose to have their manuscript 
professionally edited before submission to improve the English. A list of independent 
suppliers of editing services can be found at
http://authorservices.wilev.com/bauthor/english language.asp. All services are paid 
for and arranged by the author, and use of one of these services does not guarantee 
acceptance or preference for publication.
10. Author Services
Author Services enables authors to track their article -  once it has been accepted -  
through the production process to publication online and in print. Authors can check 
the status of their articles online and choose to receive automated e-mails at key stages 
of production. The author will receive an e-mail with a unique link that enables them 
to register and have their article automatically added to the system. Please ensure that 
a complete e-mail address is provided when submitting the manuscript. Visit 
http://authorservices.wilev.com/bauthor/ for more details on online production 
tracking and for a wealth of resources including FAQs and tips on article preparation, 
submission and more.
11. The Later Stages
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The corresponding author will receive an email alert containing a link to a web site. A 
working e-mail address must therefore be provided for the corresponding author. The 
proof can be downloaded as a PDF (portable document format) file from this site. 
Acrobat Reader will be required in order to read this file. This software can be 
downloaded (free of charge) from the following web site:
http://www.adobe.com/products/acrobat/readstep2.html. This will enable the file to be 
opened, read on screen and annotated direct in the PDF. Corrections can also be 
supplied by hard copy if preferred. Further instructions will be sent with the proof 
Hard copy proofs will be posted if no e-mail address is available. Excessive changes 
made by the author in the proofs, excluding typesetting errors, will be charged 
separately.
12. Early View
British Journal of Social Psychology is covered by the Early View service on Wiley 
Online Library. Early View articles are complete full-text articles published online in 
advance of their publication in a printed issue. Articles are therefore available as soon 
as they are ready, rather than having to wait for the next scheduled print issue. Early 
View articles are complete and final. They have been fiilly reviewed, revised and 
edited for publication, and the authors’ final corrections have been incorporated. 
Because they are in final form, no changes can be made after online publication. The 
nature of Early View articles means that they do not yet have volume, issue or page 
numbers, so they cannot be cited in the traditional way. They are cited using their 
Digital Object Identifier (DOI) with no volume and issue or pagination information. 
E.g., Jones, A.B. (2010). Human rights Issues. Human Rights Journal. Advance 
online publication. doi:10.1111/j.l467-9299.2010.00300.x
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ARTICLE
Gender differences in depression and 
male depression: A social psychological 
review
loannis Fronimos Ft Dora Brown
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De p re ss io n , therefore, seems to be a common human experience. The first written description we know of depres­
sion, presented at the time as melancholia, is 
by the Greek physician Hippocrates in the 
fourth century BC (Becker, 1974; Gilbert, 
1992; Wolpert, 1999). Since then, melan­
cholia and later depression (Meyer, 1905 as 
cited in Becker, 1974) have occupied tlie 
attention of many wiitei^ and researchers. 
According to Mathers and Loncar (2006, 
p.2022) ‘By 2030, tlie three leading causes of 
burden of disease t^ dll be HIV/AIDS, depres­
sion, and ischaemic heart disease in tlie base­
line and pessimistic scenarios’ and according 
to tlie World Healtli Organisation, by 2020 
depression ivill climb to the second place in 
the Global Burden of Disease for men and 
women of all ages (World Healtli Organisa­
tion, 2009).
But does feeling low mean that we are 
depressed? According to Rowe (2003) there 
is a qualitative difference between tlie two: 
when someone is depressed, she argues, 
support and compassion cannot bring any 
comfort and on tlie contraiy, may lead to
self-punishing and self-reproach. Rowe 
describes depression as a self-constructed 
prison made of a complicated network of 
opinions diat we have of our self, of others 
and of life in general. She argues tliat the 
depressed hold as ‘real, absolute and 
immutable truths’ (p.l7), six opinions: that 
the indhddual considers her/himself as ewl 
and valueless; that she/he should never 
forgive others nor her/himself; that otlier 
people should be feared and envied; that life 
is unbearable but death is worse; that things 
were bad in the past and can only get worse 
in the future; and that it is unacceptable to 
get angry Furtliermore, Gilbert (1992) clas­
sifies the symptoms of depression in four 
different areas of human functioning: moti­
vation, emotion, cognition and biolog}.
In contrast to these Hews in which 
depression is located ‘witliin’ tlie individual, 
Leader (2008) argues that depression is clin­
ically and culturally constructed, and tliat 
mourning and melancholia are tlie actual 
states or experiences that depressed people 
go through. Depression has to do Wtli loss, 
which is not restricted only to deatli or sepa-
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ration, but might involve circumstances, 
ideas, objects and in general, a certain way of 
being. Describing tlie difference between 
mourning and melancholia, Leader (2008, 
p.8) writes: Tn mourning, we grieve tlie 
dead; in melancholia, we die with them.’ He 
argues that there is a need to understand 
depression as an outcome of social proce­
dures and changes where social support 
networks, sustained by a sense of community, 
have been weakened ivithin the market 
driven economies.
In a similar way, Stoppard (2000) 
describes two main ways that depression can 
be understood: either as a category of mood 
disorder or as a continuum or a dimension 
of disorders. The former seems to be 
supported by mental health professionals, at 
least in Northern America whereas the latter 
is considered to measure ‘dysphoria’ (a 
subjective experience characterised by a 
sense of psychological distress or discom­
fort), rather than depression (Stoppard, 
2000). This difference is also addressed by 
Winokur (1997) who argues tliat, due to the 
plurality of different causes leading to the 
same group of symptoms, depression is more 
usefully seen as a syndrome than as a unitary 
disorder.
What we know about depression has been 
gained through accessing people’s descrip­
tions of tlieir personal experiences (Stop­
pard, 2000). Tlius, defining depression rests 
largely on being able to gather information 
about subjective human experiences, 
organise this information into clusters of 
experiences and tlien to find a way to 
measure tliis resulting information: a posi- 
tirist approach that loses the actual sulg ac­
tive experience of the individual. Some 
research on depression, on tlie other hand, 
respects tlie subjective nature of the experi­
ence and its social aspects. For example, 
McPherson and Armstrong (2006) explore 
the role of social determinants of diagnostic 
labels in depression. Follotving the term and 
its many different sub-t '^pes (e.g. major/ 
minor, atypical, reactive, reffactoiy, endoge­
nous/ exogenous depression) tlie authors
identity possible reasons for their appear­
ance and disappearance at certain times, and 
the dominance of some rather tlian others 
throughout tlie years. Their conclusions 
reflected previous work (e.g. Armstrong, 
1980) in that depression was viewed as a 20th 
century phenomenon and constructed 
according to historical and cultural, social 
procedures.
From the range of views on the definition 
and nature of depression it can be argued 
that, while there is no actual agreement 
between workers in this field, different 
approaches produce different knowledge 
and the question of whether depression is an 
illness, a social construct or a phenomeno­
logical experience remains. A view of how 
depression has been studied in relation to 
gender may give further understanding.
Gender differences in depression 
Research in the field of depression has 
focused most regularly on how women expe­
rience this disorder. Overall, conclusions 
indicate that women are more inclined to 
suffer from, or report, depressive symptoms 
(Weissman & Klerraan, 1977) and although 
some researchers support the artefactual 
nature of gender differences in depression 
(e.g. Newmann, 1984; Vrendenburg, Kraraes 
& Flett, 1986; Bromet, Dunn & Connell, 
1986; Coryell, Endicott & Keller, 1992), 
female experience of depression is well 
understood (e.g. Radloff & Rae, 1979; 
Weissman & Klerman, 1985; Billings & Moos, 
1985; Nazroo, Edwards & Brown, 1997; 
Piccinelli & Wilkinson, 2000). Further, 
according to Weissman and Klerman (1977) 
the prevalence of depression in women has 
been erident in all countries and over all 
time periods with very few exceptions. 
Cochran and Rabinowitz (2000) argue tliat 
there is an approximate two-to-one ratio 
between women and men in major depres­
sive episode, major depression and 
dysthymia. According to Magovcecic and 
Addis (2008) tliere are qualitative gender 
differences in specific depressive symptoms. 
However, Hildebrandt, Stage and Kragh-
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Sorensen, (2003) argue that when it comes 
to general characteristics of depression like 
mean number and presentation of symp­
toms, severity, and duration or prevalence of 
a single episode, there are no observed 
differences between men and women. 
Arguabty it could be that tlie tvay depression 
is manifested in males and females may be 
expressed differently. As Cochran and Rabi­
nowitz (2000, p. 13) ask ‘How many men who 
might be ‘depressed’ are manifesting their 
depression in these categories or through 
otlier undocumented syndromes?’
Questions such as this are driving a shift 
towards more complex, multifactorial 
approaches to investigating depression 
(McGrath et al., 1990). Stoppard (2000, 
p. 10), for example, argues that ‘ultimately 
depression is likely to be explained as arising 
from some combination of individual biolog­
ical make-up (genes, biochemistry), psycho­
logical characteristics (personality traits), 
and social conditions (circumstances of 
everyday life)’. In his review of the aetiology 
of depression, Goldberg (2006) also identi­
fies genetic, hormonal and social factors that 
could explain the prevalence of depression 
in women. Howuver, and even though they 
acknowledge the female preponderance in 
rates of depression, Piccinelli and Wilkinson 
(2000) question these conclusions and 
present other possible causes (such as 
adverse experiences in childhood; mood 
disorders in childhood and adolescence; 
differences in coping skills; vulnerability to 
adverse life events; and sociocultural roles) 
as perhaps relevant to gender differences in 
depression. Thus it seems that what should 
be acknowledged is the plurality of factors 
that have been identified as playing a role in 
gender differences in depression, and of 
particular interest in tliis paper are the social 
psychological factorsk
Social psychological factors 
A range of social psychological factors have 
been identified as important in considering 
depression, some of which will be discussed 
in tliis section. According to Piccinelli and 
Wilkinson (2000), multicultural research has 
shown that women’s prevalence in depres­
sion rates can be linked with social roles and 
cultural influences. They argue that even 
though biological sex is a useful starting 
point to understand gender differences in 
depression, social context, identities and 
norms should also be taken into considera­
tion.
The connection between stressful life 
events and gender is one of tlie several social 
factors that have emerged from the research 
on gender differences in depression. Some 
research indicates tliat girls seem to suffer 
sexual abuse more often tlian boys and tliat 
this makes them more sensitive to later 
stressful life events (Goldberg, 2006). 
According to Bond et al. (2001) victimisa­
tion and bullying is strongly related to later 
depression but only in girls. Other research 
argues that bullying and victimisation, espe­
cially during childhood and adolescence, 
can lead to depressive outcomes in men as 
well (e.g. Real, 1997; Cochran & Rabinowitz, 
2000, Leary et al., 2003). Discussing the 
impact of life events on gender differences 
in depression, Piccinelli and Wilkinson 
(2000) question tlie clarity of the evidence in 
favour of women’s higher vulnerability^ 
towards stressful life events, while acknowl­
edging a possible gender difference on the 
‘quality of experience associated witli life 
events’ (p.488). Overall, according to 
Bebbington (1996), altliough adverse expe­
riences are more common in women, such 
experiences have not been found to account 
entirely for the higher frequency of minor 
affective disorders.
 ^For f  u'ther reading on how additional factors may influence gender differences in depression see, for example, 
Mendlewicz Sc Fleiss, 1974; Goldin Sc Gershon, 1983; Ehrhardt, 1985; Se\y, Mendlewicz Sc Mendelbaum, 1995; 
Seeman 1997; tMnokur, 1997; CyTanowski et al., 2000; Peny^ et ak, 2002; Seidman, 2006; Staley et al., 2006; 
Kana^'ama, 2007; Gooren, 2007; Verraeersch et ak, 2008.
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At a rather descriptive level it seems that 
young girls form closer relationships with 
peers, tliey are encouraged to share their 
feelings more and generally display a more 
affiliative style of relating in comparison with 
boys (Gilligan, 1982; Real, 1997; Taylor, 
Gilhgan & Sullivan, 1997; Goldberg, 2006). 
However, though theorists agree on the more 
affiliative style of women’s relating, a 
plethora of different views and explanations 
exist relating to its aetiology. Real (1997) 
believes that this is a part of women’s gender 
role learning from parents, teachers and 
society^  while Stoppard (2000) supports that 
gender as an individual characteristic has 
symbolic aspects within the discursive 
domain and points out that cultural 
discourses construct the nature of femininity 
in such a way that a ‘good’ woman is the one 
that is focused on relationships and caring. 
Nolen-Hoeksema (1987,1991) in accordance 
with feminist theories, focuses on women’s 
lack of social power to explain women’s 
tendency to ruminate when distressed, 
passively and repetitively focusing on one’s 
symptoms of distress. It might be concluded, 
therefore, that what seems to be an affiliative, 
caring, emotional way of relating for women 
might rather be an attempt to control a patri­
archal context where women have lower 
social and economic status. However; Miller
(1988) supports the idea that women’s focus 
on the relationship is due to the unique 
nature of the mother-infant bond and tlie 
subsequent identification with the mother 
that encourages the relationship as central to 
experience, and not due to society’s expecta­
tion. Furthennore, and connecting depres­
sion with die role of stressful life events, 
Goldberg (2006) argues that, in comparison 
widi boys, girls tend to develop closer one-to- 
one relationships diroughout their child­
hood and adolescence. Tliis leads girls to 
experience more disappointments wdthin 
their relationships which, Goldberg argues, 
results in an increased risk of developing 
emotional disorders.
Nolen-Hoeksema, Larson and Grayson 
(1999) point out diat women’s lower social
status, lower occupational and financial 
status and their ‘silencing’ of opinions and 
desires in order not to endanger their rela­
tionships (Helgenson, 1994) results in losing 
control over their environment; a state 
similar to Sehgman’s (1975) learned help­
lessness theory. Women seem not only to 
hide their opinions but to have or believe 
they have, fewer choices as well. Piccinelli 
and Wilkinson (2000, p.488) argue diat: 
‘Individuals with few overvalued goals 
and/or lacking an intimate sense of 
perceived choice are at high risk since 
they are left with few alternatives for self­
definition and self-evaluation when their 
main goals are threatened. Both of these 
situations are more likely for females.’ 
Other theorists (e.g. Crosby, 1982; Barnett, 
Brennan & Marshall, 1994; Stoppard, 2000) 
have addressed the issue of tlie double role 
that some women play as full-time workers 
and housewives. This, they argue, raises the 
risk of depression, general distress or 
burnout (Gove & Tudor, 1973; Hobfoll, 
1991; McIntosh et al., 1994). They are under­
paid in comparison with men and in Western 
societies tliey often rely either on men to be 
tlie ‘family breadwinners’ or on the inter­
vention of the state (Stoppard, 2000). 
Furthermore, childbearing is considered, 
largely, to be a woman’s responsibility (Stop­
pard, 2000) and, according to tlie Office for 
National Statistics Social Trends report (as 
cited in Barnett, 2007), nine out of 10 single 
parent families are headed by mothers. 
Piccinelli and Wilkinson (2000) suggest that 
marriage imposes gender-specific demands 
on women, limiting tlie number of social 
roles that they can aspire to. They argue tliat 
often after marriage wumen’s self-esteem 
rests on tlie meaning tliey attribute to tlie 
role of tlie housewife. Even on its own house­
work is demanding and coupled witli tlie 
wnrk demands women are dealing wdth 
outside the home, including economic 
discrimination and job inequality', the pres­
sure can be extensive. Both work and home 
obligations seem to create mixed and some­
times conflicting roles. Nazroo et al. (1997)
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argue that gender differences in social roles 
and the cost of caring which results from 
women’s nurturing role (Kessler & McLeod, 
1984) are responsible for the gender differ­
ences in depression rates. They found tliat 
problems witli children, housing and repro­
duction were more salient for women and 
that depressive episodes were higher for 
tliem when faced with a crisis in any of these 
domains. Thus, on the one hand, it is tlie 
social role that women hold that leads to a 
higher risk of depression. On the other 
hand, males seem to be largely occupied 
with issues about work and finances and 
under-report crises about children, housing 
and reproduction (Nazroo et al., 1997). For 
example, in research on alcohol use and 
depression symptoms among employed men 
and women, Parker et al. (1987) found that 
lower family income was only related to 
depression in men while family disruption 
and prior marriage have tlie same impact on 
both genders. Similarly, Fincham et al.
(1997) found that even though marital satis­
faction is highly correlated with depressive 
symptoms for both genders, women are 
more vulnerable to developing depressive 
symptoms when their marital satisfaction is 
declining.
Supporting this correlation between 
social constraints against women and gender 
differences in depression, some studies have 
found that in certain societies or cultures 
where social gender discrimination is 
unlikely gender differences in depression 
are not evident (Piccinelli & Wilkinson,
2000). However, other studies (e.g. Takeuchi 
et al., 1998; Welch, Sloggett Be Lewis, 1998) 
have produced contradictory results. 
Takeuchi et al. examined 1747 Chinese 
American adults living in Los Angeles and 
found that acculturation is an important 
influence on the depressive outcomes 
between men and women: in particular, no 
gender differences were apparent witli low 
levels of acculturation (to the American 
culture) whereas high acculturation resulted 
in higher depression rates among women.
Social support appears as another factor 
that plays a role on gender differences in 
depression, particularly friendship and 
family networks. Sinokki et al. (2009) argue 
that mental health is connected with low 
levels of social support and that depression 
seems to be specifically connected with low 
social support in the workplace. In terms of 
gender differences, women’s affiliative style 
of relating seems to increase tlieir need for 
support networks and they play an important 
part as a recovery predictor or even at the 
onset of a depressive episode. Kendler et al. 
(2005) studied twins and found tliat women 
reported higher levels of social support and 
were more affected by low levels of social 
support tlian their twin brothers. Looking at 
depression after widowhood, van Grootlieest 
et al. (1999) found that widows maintained 
or found sources of social support more 
easily than widowers. Commenting on the 
possible reasons, they cite women’s different 
style of relating and ability to form close 
meaningful relationships alongside men’s 
social inhibition to admit feelings of weak­
ness or loneliness. Wortman, Silver and 
Kessler (1993) support this view by arguing 
that witliin a marriage social relationships 
are maintained by wives. However, Piccinelli 
and Wilkinson (2000) and Zlotnick et al.
(1996) argue against this difference in the 
role of social support in depressive outcomes 
of men and women maintaining that social 
support is equally important for botli 
genders.
Closely related to social factors and tlie 
style of relating, are the coping styles men 
and women apply when dealing with distress 
and stressffil life events. Some researchers 
attribute differences in coping styles 
between men and women to personality 
traits, cognitive functions and attiibutional 
style (Sehgman, 1975; Beck, 1976; Hanninen 
& Aro, 1996; Brewin Be Chris, 1996). In a 
response style model of depression Nolen- 
Hoeksema (1987, 1990) proposes two 
response styles in deahng with mood states: 
tlie ruminative response style and the 
distracting response style. Women tend to
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use the ruminative response style, which fits 
well with the traditional description of a 
depressive disorder: withdrawal from social 
support and instrumental coping, focus on 
individual shortcomings, individual beliefs 
and a discriminative focus on dysphoric 
mood (Cochran & Rabinowitz, 2000). Men, 
on the other hand, employ the distracting 
response style, which includes acting out, 
sometimes in a dangerous self-destructive 
way such as reckless driving or alcohol abuse.
Following this model other researchers 
have found that the rate of suicide is higher 
in men even though unipolar depression in 
females is more common (Moscicki, 1997). 
For example, in 2004 American men were 
four times more likely to die from suicide 
tlian women (National Center for Healtli 
Statistics, 2004). In a sample of college 
students, Langhinrichsen-Rohling et al.
(1998) found tliat men reported more life 
threatening and potentially suicidal 
behaviour even though both men and 
women reported similar depressive symp­
toms. Exploring tlie additional factors tliat 
are associated with the increased suicide in 
men, Cochran and Rabinowitz (2000, p. 146) 
list various parameters: family history of 
suicide (Moscicki, 1997), poor health (Motto 
& Bostrom, 1997), disruptions in the family 
environment such as violence, incest, alcohol 
or substance abuse (Brown & Anderson, 
1991; Maris, 1997; Moscicki, 1997).
Culture also influences coping patterns 
and it seems that women’s tendency to focus 
attention on self-blame, thus leading to 
lower self-esteem and higher depression 
(Kaplan, 1977), is culturally induced to some 
extent (Cochran & Rabinowitz, 2000). 
Accordingly, men who culturally ‘prefer’ 
more action orientated coping styles might 
benefit from externalising blame, holding 
on to higher levels of self-esteem and being 
able to utilise problem-solving techniques; 
however, opinions seem controversial. On 
the one hand. Real (1997) points out that 
men’s instrumental coping patterns are 
defenses against depression. On tlie otlier 
hand Clare (2000) argues tliat changes in
focus brought by tlie work of feminists and 
social researchers favours men since they 
provide the cultural approval to explore rela­
tionships rather than power and possessions. 
It could be argued, then, that the Western 
capitalistic political system is more likely to 
drive women towards a more competitive 
style of living than it is to direct men towards 
an affiliative style of relating: what seems 
more likely is that both are evident and co­
exist.
Piccinelli and Wilkinson (2000, p.489) 
describe three main characteristics that have 
been attributed to people at risk of depres­
sion: globality, stability and intemality; and 
even though it seems that many scholars 
argue that females display these factors more 
than men (e.g. rumination and self-blame) 
they argue that there is insufficient evidence 
to support this. Conclusions on the role of 
psychological differences in depression 
between men and women should, tlierefore, 
be carefully drawn since the research seems 
contradictory.
Male depression
To date, as we have outlined thus far, 
research on gender differences in depres­
sion has focused largely on women and their 
depressive symptoms. For example, research 
on the social factors tliat are connected witli 
depression generally focuses on the socialisa­
tion of women while that of men is usually 
presented as a separate phenomenon under 
the title ‘male depression’. It could be 
argued, therefore, that research has 
contributed to a feminised view of depres­
sion. This by no means implies that there is 
no research on male depression, but it can 
be argued that research might have played a 
part only in tlie construction of the ‘female 
characteristics’ of depression. This argument 
can be a useful starting point for exploring 
male depression as it is often manifested and 
expressed differently.
To begin with, it is necessary to note that 
if views on depressive svmptoms are broad­
ened to include ideas such as those put 
forward by Nolen-Hoeksema, women’s
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preponderance in depression rates stops 
(Smith et al., 2007); percentages for alcohol 
abuse, depression and antisocial personality 
for men are comparable with percentages 
for depression and anxiety disorders for 
women (Pollack, 1998), all of which link to a 
distracting response style
The depressive spectrum disease concep­
tualisation (Winocur, 1972, 1979, 1997; 
Winokur, Behar, and van Valkenburg, 1978) 
attempts to explain the difference in severity 
of depressive states (e.g. major depression 
and dystliymia). Winokur and colleagues 
have found that women have a genetic link 
to depression and men to alcoholism. 
According to spectrum disease classification, 
depression can be separated in two cate­
gories: those that are endogenous/
psychotic, for example familial pure depres­
sive disease; and those that emerge due to 
emotional instabihty, for example depressive 
spectrum disease (Winokur, 1997). The 
latter seems to have a closer association with 
anxiety disorders, alcoholism, substance 
abuse, and personality disorder in relatives 
(Cochran & Rabinowitz, 2000). According to 
Real (1997) Winokur’s research data are 
consistent with results from clinical practice 
but, moving a step further, Real challenges 
tlie notion that addictions and depression 
are separate disorders and questions 
whether they might instead be different 
manifestations of the same disorder. Tliis 
conceptualisation might explain women’s 
preponderance in depression and men’s 
prevalence in alcoholism and antisocial 
personality' disorder.
Tlie depressive spectrum disease links a 
minor depressive state in men with addictive 
or antisocial behaviour but according to Real 
(1997) tliis consists of a covert depressive 
state in men, which is by no means minor. 
Men display two different types of depres­
sion, overt and covert (Real, 1997). Overt 
depression is what would be characterised as 
major depression and it is described by the 
‘usual’ depressive symptoms evident in 
unipolar depression. However, covert 
depression refers to an underlying, hidden,
depressive state that is generally associated 
with men. Other authors refer to it as ‘male 
type’ depression (Pollack, 1999), ‘masked 
depression’ or label risk-taking behaviours as 
‘depressive equivalents’ (Brownhill et al., 
2005).
Men’s gender role is typified as being 
strong: as being able to stand tlie pain and 
move on without expressing any weaknesses. 
There are countless examples in literature 
and in cinema that portray tliis stereotypical 
view of masculinity. In the film Cmderella 
Man, for example, the main character 
(a boxer) is saying goodbye to his family 
before a crucial match. He hugs and kisses 
his daughter and younger son, while he 
shakes hands with his oldest son. Watching 
the scene, the younger son reaches out for a 
hand-shake. In his writings Jung (1956) 
supports the idea that masculinity is symbol­
ised by the hero and according to Cochran 
and Rabinowitz (2000) being masculine is 
about not acquiring a victim stance. In fairy 
tales women are weak and needy while men 
are tlie strong determined heroes who are 
wilHiig to sacrifice themselves for the greater 
good, or to rescue a woman in need (Real, 
1997). Literature often notes that the way 
parents treat boys and girls is influenced by 
the expectations and speculations about his 
or her needs and state. Moving away from 
literature these ideas are reflected in reality: 
in neonatal units girls are spoken to in softer 
tones than boys; they are seen as ‘so well- 
behaved’, ‘a real flirt’, ‘waits her turn so 
nicely’, while boys are labelled as ‘naughty’, 
‘mischievous’, ‘greedy’ (Real, 1997; Barden,
2001). Other research with newborns 
(Condry Sc Condry, 1976) found that adults 
would see a crying ‘girl’ as frightened and a 
crying ‘boy’ as angry. In botli circumstances 
the baby was tlie same child. Later, Fmish
(1989) found tliat motliers attribute only 
positive emotions to their daughters while 
they attribute botli positive and negative 
emotions to tlieir sons. Thus, gender identity 
seems to be attributed to children from the 
first seconds they come into tlie world and is 
continued throughout childhood and
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adolescence. However, what is missing is a 
consideration of the relational side of boys’ 
lives, which is as important as the assertive 
side of girls’ lives: becoming mascuhne 
seems quite often to be about depriving boys 
of their relational capacity.
Hanson et al. (2008) have found that 
boys report exposure to some type of 
violence in their lifetimes more often tlian 
girls, and Real (1997) argues that boys learn 
how to be masculine botli through ‘passive’ 
and ‘active’ trauma: by diminishing connec­
tions to the motlier, to aspects of the self and 
to others. According to trauma expert 
Mellody (1987), there is a distinction 
between ‘disempowering abuse’ and ‘falsely 
empowering abuse’. The former refers to 
shaming, putting the other into a helpless 
position, while the latter refers to an exag­
gerated boost of someone’s self-esteem. Both 
types of abuse in childhood lead to disorders 
of self-esteem (Mellody, 1987) and Real 
(1997) argues tliat boys are usually not 
subjected to one or die other abuse type but 
interchangeably to both. Useful examples 
can be drawn from research into sports: 
according to Steinfeldt, Steinfeldt and 
Speight (2009) the structure and values 
produced from sports play a significant role 
in defining men’s social identity while Real 
(1997, p.l66) argues that ‘we raise boys to 
live in a world in which they are either 
winners or losers, grandiose or shame filled.’
MTieii men are not ‘allowed’ to express 
weakness or pain, not only diey are reluctant 
to seek help but the shame is so intense that 
they might hide tiieir pain even from them­
selves. This leads to a state termed alex- 
itiiymia (Real, 1997) where they become 
emotionally numbed and which, according 
to Parker et al. (1999), is more common in 
boys. Kraemer (2000), on cultural expecta­
tions of masculinity, argues that shy boys 
become ‘ashamed of being ashamed’ 
(Erugman, 1995) and try to stop feeling 
anything, creating an imnlnerable image of 
themselves. According to Brownhill et al. 
(2005) men feel depression in die same way 
as women, but die difference lies in what
men ‘do’ when they are depressed. They 
argue diat through risk-taking behaviours, 
violence, substance abuse, aggression, 
depressed men employ five coping mecha­
nisms against the hidden pain. They try to 
‘avoid it’, forgetting or not thinking about 
problems; ‘numb it’, for example through 
substance abuse; ‘escape it’, maybe by 
spending many hours at work; ‘hating me, 
hurting you’ through either self-abuse 
and/or anger related behaviours and 
violence; ‘stepping over the line’ for 
example, committing suicide.
In some circumstances, covertly 
depressed men seem not just unable to 
express their feelings but also to be unable to 
identif)' them in the first place. Tliis might go 
some way to explaining men’s externalising 
behaviours such as violence, substance abuse, 
gambling, etc. There is debate as to why this 
inability to identify depression might occur, 
for example, diat dirough these behaviours 
men are actually trying to bring back the lost 
feeling rather than trying to ‘ease the pain’ 
(lüiantzian, Halliday & McAuliffe, 1990) or 
diat coverdy depressed men display addictive 
behariours as defence mechanisms against 
the underlying pain (Real, 1997). In partic­
ular, Real highlights men’s use of two 
different means of ‘addictive intoxication’: 
‘merging’ and ‘elevation’ When men apply 
merging, the boundaries of die self become 
looser or might even vanish. This is evident in 
substance addictions, bingeing and love 
addiction where the love object becomes a 
way to soothe hidden, unacknowledged pain. 
Elevation refers to what would be mania in its 
purest form. In the ele\'ating state, the person 
has feelings of grandiosity and power. Wdiile 
in mania someone needs an external object 
to trigger die grandiose feeling, in elevation 
the coverdy depressed man consumes or 
does somediing to increase his self-esteem in 
order to fight depression. Examples of eleva­
tion are addiction to gambhng and violence, 
aggressive or dangerous driring. In many 
circumstances. Real argues, when ‘merging’ 
does not work against the repressed pain, 
men switch to ‘elevation’.
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From the research included in this paper 
it can be concluded that there is a 
respectable amount of evidence that 
depressed men may manifest their depres­
sion differently and that quite often tliey 
fight against it in order to keep it hidden. 
Tliis raises serious issues on assessing depres­
sion in men and providing appropriate help. 
Do men need different or more sensitive 
assessing approaches? Research on gender 
differences in the depressive symptoms 
profile seems controversial. While Young et 
al. (1990) support that there are no signifi­
cant differences on the depressive symptoms 
profile between men and women. Smith et 
al. (2007) have produced opposite findings 
and conclude that gender differences in the 
presentation and course of depression are 
evidenL The picture becomes more blurred 
when we include covert or masked depres­
sion and in addition, measuring and 
assessing depression seems problematic, with 
questions raised about the ways that men 
and women respond differently in the struc­
tured measures of depression thus chal­
lenging the validity of results across genders. 
In their review Cochran and Rabinowitz 
(2000, p.85) identified several chnical 
features associated with depression in men 
that are extremely useful for identifying and 
assessing underlying depressive state:
strain between gender-role expectations 
and performance (Good & Wood, 1995; 
Heifner, 1997); assertions of autonomy 
and interpersonal distance, increased 
conflict and anger in relationships 
(Williamson, 1987; Frank, Carpenter & 
Kupfer, 1988); withdrawal from and 
decreases in social contacts (Oliver 8c 
Toner, 1990); perceived threats to self­
esteem and self-respect (narcissistic 
wounding), disappointment in self 
(Ahnlund 8c Frodi, 1996); alcohol and 
other drug abuse and dependence 
(Grant, 1995); inabilit)' to cry (Hammen 
Sc Padesky, 1977); antisocial, narcissistic, 
and compulsive personality traits (Frank 
et al., 1988; Black, Baumgard 8c Bell, 
1995); decreases in sexual interest but
not sexual activity (Nofziger et al., 1993); 
somatic complaints (Hammen 8c 
Padesky, 1977); work-related problems 
and conflicts (Vredenburg, Krames & 
Flett, 1986); difficulties with concen­
tration and motivation (Maffeo, Ford 8c 
Larin, 1990).
All of these seem to be in accordance witli 
the literature on male depression and 
provide an overall description of the 
disorder. However, health professionals 
should not stop here: being aware of tliose 
gender issues discussed should alert them to 
look for any behaviours, beliefs or coping 
strategies, that could serve as a defense 
against hidden pain or hidden trauma.
Identifying depression in men is 
extremely important for tlieir well-being. An 
offender might be punished for his crimes 
but depression will perhaps not be a consid­
eration. A man who works too much will not 
be referred for psychological assessment but 
might be rewarded by employers for his hard 
work (Brownhill et al., 2005). Furthermore, 
men have been shown to display a reluctance 
to seek help in die first place. They tend not 
to express their pain and might not share, or 
might ignore, health concerns in order not 
to seem weak or needy (Kraemer, 2000). 
Good and Wood (1995) found that college 
students were ashamed to seek psychological 
help. Finding ways to bring men closer to 
available help and creating a safe and male 
friendly way of providing psychological 
support is one of the major challenges in 
male psychology and in male depression 
particularly.
Discussion
Outlining a range of different riews on die 
nature and definition of gender differences 
in depression from a social pS)'chological 
perspective has prorided a solid base from 
which to explore die unique nature of male 
depression. With women’s prevalence in 
depression rates erident, research has striven 
to understand the aetiology' behind it and 
has tended to reproduce die ‘feminine’ 
characteristics to some extent. Alongside
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this, feminist theorists and researchers have 
drawn attention to some of the difficulties 
and challenges women face nowadays (e.g. 
Nolen-Hoeksema et al, 1999; Stoppard, 
2000), which has led to traditional notions of 
masculinity and men’s self-positioning in 
society being questioned and re-evaluated.
Stereotypically men are expected to be 
tough and to not express feelings or weak­
ness; demands which have been connected 
to behaviours such as anger, violence or 
substance abuse (e.g. Cochran 8c Rabinowitz, 
2000; Real, 1997). Though many would 
argue that nowadays men have more choices 
this idea might present its own problems. In 
facing a transition from their traditional 
status men are losing’ their identity while 
having nothing solid or defined to take its 
place. It seems, then, that men have two 
choices: to struggle to keep tlie ‘traditional’ 
masculine identity alive; or to face the 
changes and try to move on. By implication 
they might have to admit weakness and 
mourn what is lost Men nowadays might be 
torn between their old, tough, traditional 
masculine identity and tlie new, undefined, 
blurred and multifaceted one. Moreover, 
given that men might move to different 
directions it deprives them from a strong 
consensus, which was evident in the tradi­
tional views of masculinity and tliat could 
support them through the crisis.
With these challenges in mind, exploring 
the notion of masculinity seems as good a 
starting point as any from which to begin to 
understand the uniqueness of male depres­
sion and the role that masculine identity 
plays. Qualitative research focusing on the 
idiosyncratic phenomenology of the experi­
ence is an extremely helpful tool to get as 
close as possible to understanding how being 
a man and suffering from depression co-exist 
and whether they co-influence each other. 
Also, from a social constructionist riew, 
research on the construction of male depres­
sion within tlie tlierapeutic encounters
would provide an insight of the role profes­
sionals play in the construction and tlie 
maintenance of the discourse around 
depression and men.
Furthermore, addressing the subject 
from a wider view, there is a need to explore 
the role that research and the discourse 
around gender differences in depression 
plays. It is possible that the actual divide 
between males and females in depression 
actually feeds the differences and 
strengthens the gap. According to Real
(1997) boys are boys and girls are girls, they 
don’t have to ‘become’ boys and girls. Does 
research play a role on the construction of 
tlie differences? Does it construct tlie way 
men and women ‘should’ feel when 
depressed? Conducting research on such a 
meta-analyrical level would provide a great 
opportunity for researchers to self-reflect on 
the role they play on the construction of 
‘scientific truth’ in depression and gender.
Gender differences and gender identity 
issues are extremely complicated. Tlie situa­
tion becomes worse when they are combined 
with mental health. For depression in partic­
ular, tliere is a remarkable difference 
between the number of depressed women 
and depressed men. Here we have attempted 
to address this difference from a social 
psychological perspective, raising questions 
about the role of research in the construc­
tion of gender differences and exploring 
their multifaceted nature.
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